THE 
LARYNGOSCOPE. 

Vor. XVII. ST. LOUIS, MO., APRIL, 1907. 
ORIGINAL COMMUNICATIONS. 
(en 


EDITORIAL. 


THE NUMEROUS OPERATIVE METHODS FOR NASO 
PHARYNGEAL ADENOIDS. 


It is clear to all who are acquainted wit | 
of the operative 
one of them has yet been agreed up 
The curette is the favorite instrument, 
the head hanging generally preferred. 
and size ad infiniti 

The forceps has many advocates, its use, however 
stricted owing to the gre ill ite for a thoroug! 
and the uncertainty in the 
injury to the vomer 

With either instrument, the operator 

There can be no doubt, (as proved by lite 
hemorrhage when it occurs, almost always 
curette; partly the result of a sharp-cutting 
follow the varying contour of the vault, and partly 
portions of the adenoid tissue left hanging at the lower part of the 
vault, especially when the instrument is dull. Dr. W. A. Martin of 
San Francisco has pretty well eliminated the latter result by the in 
vention of his post-nasal curette forceps’, an instrument which the 
writer has seen Dr. Martin use skilfully and quickly, and which hi 
has satisfied himself by careful digital examination and post-opera 
tive observation of the patient, thoroughly bites off the mass owing 

1 THe Laryncoscope, p. 117, vol. ix., Aug. 1900 
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to the anterior curette branch being met, on the closure of the 
strument, by the posterior branch, where the adenoid mass joins th 


loose mucous membrane low down in the vault. 

Interesting questions are: Why this great variation in instru 
mentation and method? and, What are the most common 
instruments and methods? 


Sense 
Perhaps we can arrive at some understanding by trying to an- 
swer another question, viz: Supposing the naso-pharyngeal vault 
were exposed freely to view, no palate obscuring it; how should 
we remove the adenoid mass ? 

Probably most operators would seize it with some suitable grasp- 
ing forceps and deliberately dissect it out with scissors, and use 
small curette to scrape out the lateral portions anterior to Rose 


miiller’s fossae, which are not attached to the median fibrous 


\s, however, the palate is in the way, how can we approximate 
such an ideal procedure? It must be borne in mind that too often 
free respiration is not secured because of failure to remove por- 
tions of the growth which, by the methods in vogue, are crowded 
into the choanae. This occurs far oftener than is supposed. Ingals 
of Chicago cuts off these portions with forceps introduced anteriorly 
through the nasal fossae, and Freer attacks the growth with his 
“pernasal forceps” solely from the nasal fossz, the left forefinger 
being passed above the palate to guide the instrument. However, by 
placing the patient semi-prone on his right side, the operator can 


first pass his left forefinger above the palate and against the vomer, 
and then guide a strong, sharp forceps (such as French’s), along 
the dorsum of the finger without fear of grasping the vomer. This 
is not “going it blind,” and is a method used with great success b 
not a few operators. EATON. 


2 Ann. Ot Rhin md Laryn Dec. 1906 


THE SYSTEMATIC EXAMINATION OF SCHOOL CHILDREN 
FOR DEFECTS OF HEARING. 

The examination of school children for errors of refraction has 

become an established routine in a number of cities and has give 

such excellent results that it should be universally adopted. It not 
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only demonstrates the fact that many children suffer from head- 
aches and various disturbanecs of the nervous system on account of 
myopia, hyperopia and the various forms of astigmatism, but also 
that the aversion that many children have to study is due to some 
unsuspected error of refraction, creating difficulties in seeing letters 
and words, and, in many cases, making the vision for near work 
quite imperfect. 

An analogous condition of affairs exists in the function of hearing. 
Every aurist realizes how far the hearing, especially in children 
may be impaired without this being suspected, and also that when 
parents bring their children to the clinic or office for defective 
hearing, it is usually only after this function is markedly impaired. 

The reasons usually given for neglecting such cases is that the 
child was supposed to be inattentive or, in some cases even, dull, 
and there is no doubt that a large number of school children with 
defective hearing are placed by their teachers and family in this 
category. 

The reason for this is that the capacity of hearing may be con 
siderably heightened by the effort of listening. When, therefore, 
the attention of the child is first attracted, it appears to hear fairly 
well. Like other forced efforts, however, this soon becomes fatigu 
ing, and the hearing relaxes. The child is then called inattentive or 
dull, the real cause frequently being unsuspected. 

By having a systematic method of testing the hearing of school 
children by an experienced physician, this defect of hearing is easily 
detected. If any defect is found the teacher is informed, who, in 
turn, notifies the parents. In this way many affections of the ear 
are discovered in their incipiency and at a time when treatment gives 
the best results. The health and disposition of the pupil is benefited 
and he is placed on a fair competitive bases with other children in 
the acquisition of knowledge. 

This matter should, therefore, be taken up by physicians in gen- 
eral and its importance brought to the attention of the school au- 
thorities. By proper attention to this matter, many little scholars 
who are now considered dull, listless or inattentive, and a source of 
worry to their teachers may, by improving the hearing, be found 
among the most bright and promising pupils. 

SCHEPPEGRELL. 











THE IMPORTANCE OF AN EARLY DIAGNOSIS OF MALIG 
NANCY OF THE LARYNX.” 
By Orto J. Stern, M.D., CHicaco. 


My remarks are not intended as a contribution of anything 
new, but are merely the expressions of an humble worker and 
observer in the field of laryngology, who seeks for a unification 
of opinion upon a method of procedure in case of malignant 
growths of the interior of the larynx, as well as to emphasize 
the necessity for their early recognition. 

\t the present time there exists a curious anomaly of opinion 
within the laryngological world relative to the mode of procedure 
in the presence of an intralaryngeal malignancy; and some of 
these contentions are at such variance with the usually accepted 
pathology of this disease that one wonders how they obtain. 

In the light of our present knowledge and the early diagnosis, 
early radical removal of a cancer is the most successful means 
we have at our command to determine a cure. This truism ap- 
plies to cancer of the larynx as elsewhere. 

Ever since the discovery of the anaesthetizing effects of cocaine, 
it has been the effort of laryngology to teach the endolaryngeal 
route for removal of all neoplasms situated within the larynx. 
This method of teaching applied to malignant as well as to benign 
growths was fostered by the belief that all neoplasms of _ the 
interior of the larynx were accessible by the natural passage, and 
owing to scant lymphatic connections and a limiting cartilaginous 
band, all offensive neoplasms within the larynx remained confined 
for a protracted period. Today the question is asked, “Is it true 
that all neoplasms of the interior of the larynx are accessible endo 
laryngeally *’ The experiences: of the past twenty-five years do 
not prove the assertion. In making this statement one cannot be 
unmindful of the admirable skill and ingenuity exhibited by many 
of our brilliant laryngologists in the removal of malignant tissue 
from the larynx; and there undoubtedly exist isolated cases where 
the entire growth has been removed and no recurrence has taken 
place or complications set in. But they constitute by far the mi- 
nority of the cases operated upon by this method. The conscien- 
tious worker in this field of laryngology, the man who is a close 
observer and who follows all cases coming under his observation 

* Read before the Eleventh Annual Meeting of the American Academy of Ophthal 
mology and Oto-Laryngology, St. Clair, Mich., August 30, 31 and September 1, 1906. 
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throughout their course, can show that recurrences are common 
after endolaryngeal removal, which is mainly due to an inability 
to at all times appreciate the extent of the lesion by mirror ex 
amination alone, and as a result the operation is incomplete. It 
has repeatedly been shown on opening a larynx that the malig 
nant process involved a much greater extent of tissue than ap 
peared from a study of the case with the mirror. In order that 
larvngology may maintain a position in the front rank as practi- 
cal surgery, much of the teaching and practice as outlined in the 
standard text-books on this subject must be rewritten. The ex 
periences of some surgeons who have had a large amount of mate- 
rial to work with and who are students of this art and close 
observers, disclose many remarkable revelations in the results ob 
tained by early and radical removal of involved tissue by the ex- 
ternal method of operating. 

The endolaryngists who, in view of our present knowledge, 
keep themselves so closely confined within the border lines of con- 
servatism by maintaining that malignant processes within — the 
larynx should be removed by way of the mouth, are not subserv 
ing the best interests of their patients, and are directing the newer 
generation of workers in a field that is fast casting opprobrium 
upon the treatment of laryngeal cancer. 

It is a primordial principle of surgical pathology that when an 
attempt is made to remove a malignant growth, one should cir- 
cumscribe all morbid tissue by invading the surrounding healthy 
tissue, and remove any enlarged neighboring lymphatic glands 
This can be done with greater certainty and thoroughness by the 
external route. That it cannot always be done endolaryngeally 
must be admitted by every fair-minded laryngologist. If reliable 
statistics of all cases operated on endolaryngeally could*be ob 
tained, | doubt if they would make even as good a showing as the 
thirty-two cases by Sendziak, in which there were 40.7% known 
relapses and 34.3% not accounted for. Then, why, in the face of 
this axiomatic truth, should any one persist in the effort to remove 


he 


malignant tissues from within the larynx by any other than t 
external route, when there is such uncertainty of reaching it all, 
and where there is a decided likelihood of a recurrence, usually in 
an aggravated form? 

Krishaber’s classification of malignant growths of the larynx 


is a useful one in influencing the selection of operative procedure 


He designated those tumors originating from the true and the 


false cords, the ventricles and the subglottic space, as “intrinsic,” 
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and those originating from the interarytenoid space, the oesoph 
ageal side of the larynx, the epiglottis and the aryepiglottic fold, 
as “extrinsic.” Malignant tumors of the latter variety have asso 
ciated an early and extensive involvement of the neighboring lym- 
phatics, and on this account more frequently present metastases, 
and they also require more extensive radical operative procedure 
than the “intrinsic” variety, in which the disease at the beginning 
remains a local one, owing to its location within a cartilaginous 
box,’ from which the intrinsic lymphatics have a poor connection 
with the neighboring glands in the neck. Because of the local 
character of all purely intrinsic malignant tumors at the begin- 
ning, a most excellent prognosis can be entertained when immedi- 
ate and complete removal of the growth is proceeded with by 
way of a thyrotomy. Where secondaries have already occurred 
by way of the lymphatics or by direct continuity, then the oper- 
ation should be carried on to hemi or complete laryngectomy, with 
removal of all neighboring glands, whether involved or not. But 
wherever these secondaries have occurred, or the disease is pri 
marily of the “extrinsic” variety, the prognosis becomes much 
graver and the likelihood of recurrence much greater. 

Of the various external methods of operating, that of thyrot- 
omy is the simplest and most satisfactory if it is confined to the 
early cases, while the disease is still local and especially uni 
lateral no involvement of the underlying cartilage. Otherwis¢ 
partial or complete laryngectomy, as occasion may require, should 
be proceeded with at once. <A perfect understanding with _ the 
patient as to this should be had prior to the operation, for it in- 
volves a medico-legal aspect in which a surgeon may be held lia 
ble for venturing to do what was not anticipated or what was 
not presented to the patient as a possibility. 

Aside from the partial and complete laryngectomies, the sub- 
hyoid pharyngotomy after Kocher is at times performed, but it is 
not an operation suitable for any of the intrinsic variety, for fre- 
quently there is present subglottic involvement that cannot be seen 
or removed in this manner, and therefore the operation should be 
rejected as one of election. Von Billroth operated on a case in 
which the incision was made transversely in the upper third of the 
thyroid cartilage, admitting direct inspection of the ventricle; but 
I cannot see any advantage in this method, while it possesses the 
same disadvantages that the subhyoid pharyngotomy does. 

That many of the cases of intrinsic cancer are favorable for 
thyrotomy is nicely shown by the figures of Sendziak, in which 
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the location of the disease was on the true or talse c 


ut of 486 cases. 


Several earnest workers have appeared in this particular field 
of laryngology, including Bruns, Moure, Butlin, Semon, Jackson 
etc. But one of the most prolific and infectious writers on th 
subject is Sir Felix Semon. In one of his communications on 


this subject (the 71st Annual Meeting 


Association, 1903), he showed out of eighteen thyrotomies I 
formed for early intrinsic malignancy of the larvnx, icroscopic 
verifications having been made in all cases, fifteen 85 vere 
cured. A year later, in an address delivered before the Nev York 
\cademy of Medicine, he refers to twenty thyrotomies performed 
and seventeen lasting cures In a conversati 1 

visit to London this summer, he related that the number of 
thes« cases had b en c¢ ible } t] percentag res 
still remained at 85% | think we will search in vain the entire 
domain of surgical statistics to find the parallel of these wonde 
ful results for any malignant condition In order to secure these 
“perfectly ideal’? results, Semon considers the following condi 
tions essential 

The operation must be restricted to early stages of intrinsic 
malignant diseas« 

‘For this purpose an early diagnosis is indispensabl 

“The operation must be thorough; removing a sufficient area 


] 


of healthy tissue around the growth.” 


Should the 


} 


larynx, when opened, disclose the disease more 
tensive and advanced than supposed, such 


should be indulged in as to entirely eradicat 





disease, even if a partial or complete laryng 
formed. 

From this it is to be seen that it is in the very early stage of 
an intrinsic malignant process that the great benefit from any 
operative treatment is to be obtained. The disease once well 
established precludes almost every chance of.saving such a pa 
tient’s life, while, on the contrary, if recognized and operated on 
at the very beginning, almost every such life can be saved. The 
keynote to the situation, then, is early recognition and the edu 
cation of the public mind to early radical removal 

Laryngeal cancer has its ideal, like many other things, but if we 
are to wait for the development of this ideal it will be too lat 
do anything in the way of curative treatment. The diagnosis, 


be of any value to the patient, must be made early, and this ré 
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quires a careful study of all suspicious laryngeal cases. Because 
there is an absence of the well-defined symptoms, as seen in the 
advanced cases, or extensively involved areas, is no reason why 
one should abandon his watchfulness. Just because the patient 
manifests no characteristic cachexia, or has no dyspnoea or foetid 
breath, blood-stained expectoration, or even hemorrhages, or pain 
referred to the ears, particularly on swallowing, does not jus 


a 


tifv one in dismissing the consideration of the possibility o 


malignancy. To wait for these classical symptoms—these _ text 
book symptoms—is to throw away, in many cases, the last hope 
of saving one’s patient. Where the condition has progressed to 
such an extent as to cause glandular involvement, enlargement of 
the neck, and emaciation, it has passed the confines of curability 
by means of thyrotomy. 


In a careful perusal of the history of a great number of re 
corded cases of laryngeal cancer, one cannot help but be impressed 
by the almost invariable presence of hoarseness as the earliest 
noticeable symptom. But on account of the frequency of hoarse- 
ness as a symptom of many varieties of laryngeal disease, its sig 
nificance is liable to suffer from want of absolute recognition until 
all too late,,and as a result the comfort, the happiness, the health 
and finally the life of the patient is sacrificed. But if we will 
take what material we have on hand in such cases and commence 
a series of thorough and painstaking searches for a cause, we 
1 


shall arrive at a correct diagnosis much earlier than if we dismiss 


the case for want of sufficient evidence, or by treating it for a 
“cold,” or just a “chronic hoarseness.” The diagnosis of a case of 
“chronic hoarseness” necessitates a differentiation from a possible 
variety of conditions. Particularly is this true where no distinct 
lesion or growth is to be seen. The hoarseness, the result of a 
beginning malignancy, may result in one case from incomplete 
apposition of the vocal cords on phonation, owing to the situation 
of a neoplasm or infiltrate along the margin. In another case, it 
may result from the infiltration impeding the motion of the cord, 
so that it cannot approach sufficiently near its fellow. Still, in an- 
other case, the cord may meet its fellow and even approximate 
along its margin, but, owing to the thickening, it is robbed of its 
finer vibration. In a few of the early cases, deep-seated growths 


or enlarged glands may inhibit the action of the cord by pressure 


-ecurrent nerve. Every case of chronic hoarseness for 


which no definite cause can be determined should be placed under 


the closest surveillance and subjected to repeated examinations at 
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frequent intervals. At the same time the confidence and support 
of the patient should be enlisted in every way possible 

One of the strongest clinical evidences of malignant involve 
ment I have found to be infiltration. An infiltration that persists 
without an apparent reason | consider suspicious, and advise cart 


ful observation of the same. The infiltration is not pathognomo 


nic, nor has it any characteristic appearance. Most of those that 
have come under my eyes have had the appearance of being firm 
in consistency; but this does not at all times obtain, for there are 
varieties of malignancy that are soft or succulent-like, much _ re- 
sembling a turgescence. Many of these infiltrations have no snarp 
line of demarcation, but blend imperceptibly with the surround 

ing structures. Their overlying mucous membrane may or may 
not be changed in appearance, depending much upon the start . 
ing point of the disease, the variety of the malignancy, its rapid- 
ity of growth, the age and general condition of the patient. At 
times, the infiltration originates deeply or in recesses like the 
ventricle, or is hidden from observation by the cords, so that its 
early recognition becomes impossible, but on account of the pres 

sure it may exert upon a branch of the motor nerve, or by direct 
encroachment upon intrinsic muscles, there is seen a lazy action 
of the vocal cord. This sign of “lagging” on the part of a cord 
during an attempt at phonation, when associated with chronic 
hoarseness, should always arouse suspicion and awaken watchful 

ness. Gerhardt considers a chronic hoarseness in middle or old 
age, and without cough, as suspicious. 

The color of these neoplasms varies so, according to their vari 
ety and other conditions, that no characteristic description can be 
given. The opaque or chalk-white kind are more characteristic 
the epithelial variety found on the vocal cords. The reddish 
or vellowish ones are frequently of the diffuse variety on the vocal 
cords. The grayish color is often the accompaniment of the dif 
fuse cauliflower form that arises from the bands, the ventricle, 
or wall of the larynx. The color of the sarcomas is more com 
nonly light yellowish and the surface is smooth. Fraenkel’s classi 


1 
| 
I 


fication of carcinoma of the larynx as modified by Moritz Schmidt 
s an excellent guide to a clear understanding of the various vari 
eties. The first is the polypoid form on the vocal cord, often ré 
sembling a fibroma. The second is the diffuse form on the vocal 
cords, presenting a thickened, irregular or nodular surface. ‘The 


third is either of the above forms, or a combination of the two. 


situated elsewhere than on the vocal cords, and resembles more 
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often a cauliflower-like growth. The fourth is the ventricular 
form. The fifth is that form the origin of which is deep-seated. 
The diagnosis embraces at times the consideration of tubercul 
sis and syphilis of the larynx, chronic laryngitis, pachyderma lar- 
yngis, various benign growths, gouty deposits and laryngeal paral 
ysis. In my experience, the presence of a tubercular lesion of the 
larynx has more often made the diagnosis difficult and uncertain. 
In a large number of cases, physical evidence of the disease els 
where is of great aid in deciding the character of the trouble 
But the absence of a slight temperature, a loss of weight, or 


negative finding for tubercle bacilli is no proof that 


i 
< 
we may 


not have a tubercular lesion to deal with. I had a patient wlhx 


1O 


died last year of tuberculosis at the age of 55, who was four 
years under my care, and at the very beginning of 
which consisted of 


his trouble, 


a hoarseness from a one-sided ulceration of 


the cord, he had no physical evidences of tuberculosis, no tet 
perature, no loss of weight, no tubercle bacilli and no lung involve 
ment, and he remained free from any such evidences for almosi 
three years; but the progress of the laryngeal disease was typical 
of tuberculosis. 

The gumma of syphilis is the variety of this disease that may 
confuse the diagnosis for a time. But here the development is 
rapid. It appears suddenly and progresses rapidly to a breaking 
down and great destruction. Kvidences of the disease are con 
monly found elsewhere. The history may be of assistance, but 
in my experience has proven of little value, as [ have found very 
little veracity on this subject in those afflicted with this 


disease. 


Administration of the customary antisyphilitic remedies as a rul 
clears the horizon of any doubt, although one must remember the 
beneficial effect of this kind of treatment on some of the malig 
nant diseases. 

Chronic laryngitis presents a bilateral hyperaemia and _ infiltra 
tion in contradistinction te 


the usual unilateral character of ma 
lignancy. Pachydermia iaryngis is a syinmetrical affection located 
upon the vocal processes, an unusual site for a malignancy. The 
benign growths, as a rule, have no infiltration like the malignant 
ones and they grow towards the lumen in place of into the tissues, 
as do the latter. 
There are forms of malignancy that at times present great dif- 
ficulty in diagnosis. For instanace, a cancer may take its origin 
deep in the tissues, and by its encroachment on the mucous mem- 


brane present a vegetating mass of proliferating tissue that has 
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the appearance of a papilloma. A round, smooth mass situated 


Sey 


the ventricle of Morgagni may look like a perichondritis. Ther 




















av be a paralysis present, the resuit Of a small nant mass 
situated below the cords \ few of the obscure cases no doubt 

“¢ { the presence of vo dittere diseases ke cat 

a 

cer ce ne iberculosis. resulting in atvpil 
al | nN S101 a LiS¢ result TO! ¢ ippea}l 
ances of a malig ( { ent erly known t ive had 
tuberculosis or syphilis, as related by von Zencker and Schmidt 

Where a careful and systematic study of a case with the aid of 

laryngoscope admits of doubt as to the true diagnosis, tl 1id 
f a microscope may be employed with benefit, although its find 
ings are not alwavs t be rele upon as conclusive It is not un 

~ 7 | - 
common to find a that presents e app S I 
tr sees hee a : 

papilloma, both ‘hinically and sc ca nile ss the 1eCeé 
ot tumor removed Se -Ver ne eep. ¢ ( scopic find- 
inos mav prove misleading 1c ‘ s Knight of 
ing may prov or lo 0 ( ) \nig OI a 
supposed voca nodule proving to be an epithel } ( it of 
nd 7 | 7 7 1 7 
Sakolowski, where a supposed polyp proved to be an adeno-car 
cinoma, and also Ward's case of primary papilloma resulting in 


the appearance of an adeno-carcinoma, show the possibility of 
such error. In Keen’s case, only the papillon 
at first examined, while deep down the true carcinomatous nature 
was revealed. 


I cannot help but believe that were these cases 





hoarseness more carefully followed an ( er¢ d be 
less need for our depending ( scop : ( 
that the microscopic finding } ses s hee satis 
factory and at times misleading, but this has _ bec 

most as frequently to insufficient removal yf Ss 
competent examination of the same When the first is sufficic 
and the latter trustworthy, the information should always be of 
great value; but a negative finding in a case clinically suspicious 


or a suspicious case that cannot be disproved should not, after 
explaining the matter to the patient, deter one from performing a 
thyrotomy, even though it be but explorator Carefull nd 
skillfully performed, there can follow no hart 

Before any tissue is removed for microscopic 
tient must be placed in full possession of the possibility of aff 
so that immediate radicai measures may be undertaken for it 
moval by the external route. 
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RAPID CONVALESCENCE AFTER MASTOID OPERATIONS. 


BY W. SOHIER BRYANT, A.M., M.D., NEW YORK CITY 
In recent vears, a great advance has been made in the manage 
ent of the operative and after-treatment of operations on the 


temporal bone through the teachings of Blake and his followers, 


most noteworthy among whom are Sprague, of Providence, and 
Reik, of Baltimore. Blake’s doctrine has been that physiological 
wound repair should be encouraged and that all cases following 
nastoid operations should not be treated as open sores, but al 


wed to close by the most rapid method which nature can pro 


ide.* The blood clot dressing and its variations mark a step 
vard the rfect hvsiological management of we ids ich re- 
ward the perfect physiological management r wound vnich re 


quire for success more careful technique in preparing the patient 
for operation, in the operation itself and in the after-care, than 
was formerly of any advantage to the patient In the blood clot, 
the advantages of a clean wound with hea 


thy walls are turned 
to their greatest use. The more rigid technique required in the 
blood clot demands as clean an operative field as can be made 
Dr. Reik has shown how important this is, and, with the use of 
his protective shield, he has succeeded in getting the largest pro 
portion of primary unions. The technique of the operation itself 
must be adapted to protect the tissues which are left in the wound 
lacerations of the tissues, especially the periostium, rough edges 
, 


due to the use of dull instruments, contusions caused by ligatures 


forceps, clamps and retractors should all be reduced to a mini 
mum, and the tissues which have unavoidably been maltreated 
should be removed before the wound is closed. The chemico 
physiological factors of success are still more important and de 
pend on the following facts; namely, that the blood has a decided 
bactericidal action; that living tissues cannot withstand great 
changes of temperature or dessication; that the normal reaction 
of these tissues is alkaline; and, further, that any chemical sub 
stance which tends to lower the vitality of the tissues, whether it 
has a bactericidal action or not, has a retarding effect on nature’s 
reparative work. It follows, then, that nething more active than 
dry wiping or physiological salt solution, at the temperature of 
the body, should be used in the wound for cleansing purposes. 


* Read before the Eleventh Annual Meeting of the American Academy of Ophthal 
1 


mology and Oto-Laryngology, St. Clair, Mich., August 30,31 and September 1, 1906 


+ See Bibliography. 
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The method of closing the wound is of considerable importance, 
for in this way infection may be easily introduced. Dr. Reik uses 
a subcutaneous, silver-wire, continuous suture. He thus avoids 
the risk in the use of infected suture material and the puncture 
of an infected skin. At the same time he has the advantage of a 
substance chemically antagonistic to bacteria. 

\s to the instrumental technique, those instruments and methods 
which require the shortest time, with the least mechanical jar to 
the patient, with a maximum of safety, are the means to be used. 


The post-operative and convalescent management of the wound 
is practically mi] in cases which heal immediately by first intention. 
In the large class of cases which do not heal rapidly by first inten- 
tion or which develop any infection, constant, watchful care and 
nursing are required to minimize the duration of convalescence 
and to obtain the desired results. The majority of cases do not 
offer any expectation of complete primary union. A small cigarette 
drain one-eighth inch in diameter, which should be removed after 
twenty-four hours, seems to insure a rapid convalescence, and in 
cases of infection allows an outlet for the products of inflam- 
mation. The use of the cigarette drain facilities the management 
of all cases advantageously, because it does not interfere with the 
rapid convalescence of the non-infected wound and does hasten the 
convalescence of the infected. The convalescence of infected 
cases can be hastened also by following the same principles whiclr 
are laid down for the non-infected cases, plus the factor of pro 
longed drainage and cleansing without packing. If the products 
of inflammation can escape readily, the less the wound is handled 
the better will be the result. 

Cases showing the application and result of the foregoing prin- 
ciples: 

Cas—E I—A child 4 years old. Chronic purulent otorrhoea. 
Swelling and tenderness of mastoid region. Extensive myring- 
otomy was done and a half inch post-aural incision was made 
down to the bone. The mastoid cortex was found very dense and 
thick. There were no pneumatic cells and the antrum was very 
small. A general osteitis was present. The front-bent gouge, 
rongeur and curette were used for excavating. The wound was 
cleansed with physiological salt solution and closed without su- 
tures. A gauze wick was placed in the canal. The operation 
lasted twelve minutes. Jst day. Wound healed by first intention. 
Gauze taken from meatus, which was cleaned with peroxide of 
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hydrogen and wiped with alcohol. 4th day. Middle ear dry and 
post-aural wound solid. The post-aural scar is scarcely) percepti 


ble and there is no irregularity of the skin. 


Cask II.—A child 3 months old. Purulent otorrhoea two weeks. 
Severe symptoms of mastoid abscess for four days. An extensive 
vringotomy was done. An incision a half inch long was made 
down to the bone covering the mastoid antrum, the periosteum 
was retracted, and the bone and antrum opened with a curette 
remove the softened bone, granulations and cheesy detritus 
The wound was washed with salt solution. A small _ cigarette 
drain was inserted in the wound and a gauze drain in the meatus 
The wound was not sutured. The operation lasted six minutes. 
d day. Middle ear was practically dry and the post-aural wound 
healed. The scar is not noticeable. The post-aural surface is 


1491 
norma! 


Case III.—Child 4 months old. Acute purulent otitis media 
vith mastoiditis. Extensive myringotomy. ‘Post-aurul incision 
five-eighths inch long opened a subperiosteal abscess. The bone 
was excavated with a curette, and the granulations and softened 
bone removed from the antrum and its neighborhood. The wound 
was flushed out with saline solution and closed, and a small cigar 
ette drain inserted. The operation lasted fifteen minutes. 2nd 
day. Dressed by house officer. 3rd day. Wound swollen and 
discharging. Meatus contained fetid pus. Cleansed with perox 
ide of hydrogen. 5th day. False membrane covered the wound 
Slight fetid discharge in the meatus. Cleansed with peroxide of 
hydrogen. .gth day. Wound healed and middle ear dry. Scar 
scarcely perceptible and post-aural surface normal. 

Case IV.—A girl 16 years old. Chronic purulent otorrhoea 
three years. Pain in éar two weeks; headache and dizziness one 
week. Usual short incision. The antrum was opened with the 
front-bent gouge. Pus was found in antrum and cells. The bone 
was sclerosed. The radical operation was done with the front 
bent gouge, rongeur and curette. The dura was exposed over 
the tegmen antri. A meatal flap was cut. The wound was washed 
with salt solution and closed without sutures. A gauze wick was 
put in the meatus and a gauze dressing over all. The operation 
lasted forty-five minutes. 3rd day. Wound healed by first in- 
tention; wick removed. 17th day. Middle ear practically dry. 
21st day. Middle ear epidermized. Post-aural 


scarcely perceptible; post-aural surface normal. 


scar linear and 
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Cast \V.—Woman 27 years old. Caries. of tympanum = and 
chronic, purulent, fetid otorrhoea since childhood. No tympani 
membrane on ossicles. Usual post-aural incision. The front-bent 
gouge did the excavating through eburnated bone containing no 
cells. The knee of the sinus was uncovered. It projected over 
the antrum. The dura of the middle cranial fossa was uncovered 
The usual radical operation was, performed. A plastic flap of the 
meatus was cut. The wound was washed with salt solution and 
closed without sutures. A small cigarette drain, which was re- 
moved on the second day, was inserted. The operation lasted one 
hour. 6th day. The post-aural wound was healed, and the mid 
dle ear practically dry. 23rd day. The tympanum was epidem 
ized. The scar is scarcely perceptible and the post-aurul surfac 
is normal. 

Caseé VI.—Girl 12 years old. Purulent otitis since infancy. Two 
post-aural sinuses leading into the bone. The bone was entered 
with a curette, and with a rongeur and front-bent gouge the 
radical operation was completed. The dura mater was uncovered 
in both fossae. The knee of the sigmoid sinus lay far forward. 
\ flap was cut in the meatus. The wound was washed with salt 
solution and closed with a subcutaneous silver wire suture. <A 
gauze wick was placed in the canal. The operation lasted forty 
minutes. st day. Changed outside dressing. 2nd day. Wound 
and meatus foul. 3rd day. Wound foul, but healing at angles. 
4th day. Sloughy. .Cleaned with peroxide of hydrogen. 5th day. 
Improved. 6th day. Wound breaking down. Syringed with per- 
oxide of hydrogen. 7th day. Wound clean. 173th day. Middle 
ear practically dry and. post-aural wound healed. 78th day. Mid 
dle ear epidermatized. Faint linear scar; smooth post-aural sur 
face. 

CasE VII.—Girl 16 years old. Acute infective otitis media of 
several weeks’ standing. Thickening and nipple formation of tvm- 
panic membrane. Persistent mastoid tenderness. Complete my- 
ringotomy was done; a one and one-half inch post-aural in- 
cision was made. Extensive osteitis was discovered, and an 
epidural abscess with the sinus granulating from the knee 
to the jugular bulb. A large amount of bone was removed 
and a broad extent of dura mater in the posterior fossa and 
a little in the middle fossa exposed. The rongeur and curette 
were used for the bone work. The wound was washed with sa- 
line solution and closed with subcutaneous silver suture. A small 
cigarette drain was inserted. The operation lasted forty minutes. 
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3rd day. Removed cigarette drain. Wound healed by first in- 
tention except at hole left by drain. 5th day. Middle ear dry. 
Removed subcutaneous wire suture. Wound all healed by first in- 
tention. Watch heard 20 inches. 37st day. Condition remained 
good. Hearing 5 feet for watch. Faint linear scar. Post-aural 
surface even. 

These cases show the results of treatment by blood-clot for sim 
ple mastoid, drained blood-clot for simple mastoid, the results 
in an infected mastoid wound after the use of a drained blood 


clot, the results in a mastoido-tympanic operation treated by blood 


clot, and one treated by the drained blood-clot, and an infected case 
after mastoido-tympanic operation treated by blood-clot. Five of 


the cases show rapid and satisfactory healing by first intention and 
two by second intention after infection and sloughing of the wound. 
The case of epidural abscess treated by the drained blood-clot was 


1 


followed by rapid and uneventful healing by first intention. 
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THE MASTOID BLOOD-CLOT OPERATION, THEORETICALLY 


GOOD; WHAT RESULTS WILL SHOW. 
BY HENRY GLOVER LANGWORTHY, M. D., DUBUQUE, IOWA. 


Since the introduction of the mastoid blood-clot operation, rec- 
ommended by Dr. Clarence Blake of Boston in 1892, a considerable 
amount of literature has appeared in favor, and very little against, 
the use of the method in aural surgery. Dr. Blake’s initial experi- 
ments “had in view the determination of the value of the blood-clot 
in mastoid operations as a substitute for the usual method of packing 
and healing by granulation and began naturally with its application 
to acute cases only, but later on was applied to chronic cases, it 
being of course understood that the most complete possible removal 
of all diseased tissue was an important preliminary to success.” 

The procedure was as follows: “At the close of the operation the 
mastoid wound was allowed to fill with fresh blood either from the 
depth of the mastoid or, if this remained dry, from the scraped edges 
of the superficial wound, which was then closed either by stitches or 
by simple apposition with dry pressure pads.’” 

In later years, to meet nature’s demand for some drainage, the 
method was slightly modified and the incision closed with the ex- 
ception of a slender wick, not extending, however, as far as the 
mastoid antrum. The blood clot in this closed cavity was intended 
to become organized within a very short time with the formation of 
new osteo-blasts in forty-eight hours. Under these circumstances a 
condition more nearly approaching the restoration to normal was 
thought to have been secured than if the wound were packed and al- 
lowed to fill in by granulations. 

In general surgery, the method was at that time distinctly new. 
Successful attempts had already been carried out on ‘cavities and 
dead bone spaces by filling them with material which might become 
organized, such as blood-clot alone or in association with decalcified 
bone chips. Even here the majority of the blood clots in long bones 
became infected and broke down, which perhaps accounts for the 
fact that it is now proposed to substitute a mixture of paraffin and 
iodoform. The above had also been done as fully in accordance with 
the fundamental surgical teaching—where there is pus forming, 
drain 





as possible, and was only used in wounds in which the sur- 
geon was confident that all of the diseased tissue had been removed 
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and there was small chance for an acute suppurative process to be 
developed. This cavity prepared for the blood-clot was actually 
a closed one and not constantly receiving the purulent discharge 
from an adjacent suppurating space. 

In the mastoid process, with its innumerable bony cells extending 
in every direction—backward over the occipital bone, forward int 
the zygoma, downward beneath the facial canal, and even inward 
beyond the labyrinth—we may, in the first place, consider the case 


as most fortunate in which all septic material can be removed. In 
the second place, owing to the opening of the aditus into the middle 
ear, the mastoid cavity is not a closed one. Suppuration continuing 
in the tympanum flows backward into cavity as easily as into the ex- 
ternal auditory meatus. It is impossible to expect the swelling of the 
delicate lining of the aditus to be sufficient to block off the mastoid 
wound from the middle ear. We know that this is not so from the 
fact that in every acute inflammation of the middle ear there is a cer- 
tain amount of concomitant inflammation of the membranous lining 
of the bony mastoid cells. Such a sequel could not occur if the aditus 
was closed. It is claimed by the advocates of the blood-clot method 
that the bactericidal power of the blood-clot resides principally in the 
serum. Reasoning from this, it would seem possible for the greater 
part of the blood serum allowed to fill the mastoid cavity to run out 
through the middle ear and external canal. I cannot agree with the de- 
cidedly biased opinions of some that the term blood-clot is almost a 
misnomer, the clot wholly draining out through the middle ear. Ifa 
wick, however, be it ever so thin, is introduced from the outside, it 
does then seem improper to speak of the operation as a blood-clot, 
there being no more clot than found in any surgical wound. 

Dr. Blake continues: “Apparently the serum during the first 
forty-eight hours preserves its powers of resistance, for in the cases 
of thorough breaking down of the blood-clot this did not occur until 
forty-eight hours had elapsed. By that time the clot is so thoroughly 
organized that it resists the infection, or else provides a culture 
media which breaks down very thoroughly, giving immediate exter- 
nal evidence of what is going on and leaving the mastoid cavity as 
free and open as it would have been if it had been packed.” 

While the above may hold true in a few selected cases, any risk 
of reinfection in this region, with the nearness of such vital struc- 
tures as the brain and cranial sinuses, should be avoided. Products 
of suppuration must burrow somewhere, and there is no escape exter- 
nally unless the wound be again reopened. Of course considerable 
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drainage is afforded through the middle ear and canal, as indicated 
by a profuse discharge. With an added increase in the quantity of 
discharge from the middle ear, the danger of permanent, even 
though slight, impairment of hearing is proportionately greater. One 
of the chief benefits’ derived from draining the mastoid wound with 
a wick has been the good effect on the middle ear. That we could 
not expect in the blood-clot method, as Dr. R. C. Myles has pointed 
out. 

Usually the secondary mastoid abscess evacuates itself sponta 
neously. With the breaking down of this carefully sutured wound 
and the attendant inflammation one is prepared to believe that the 
time of healing is actually delayed rather than shortened. 

In a discussion following the second paper in 1899, Dr. J. Orne 
Green is quoted as follows: “I have had really no experience in the 
use of the blood-clot because it did not appeal to me on account of 
the uncertainty in getting the infected cavity absolutely clean. What 
could be the advantage of the blood-clot over the cases we see so 
many of, especially the acute cases, when we clean them all out, 


get them aseptic and in the course of a week or ten days the bone 


It has occasionally been stated that in order to secure a real blood-clot ir 
mastoid antrum something like the following experiment would be neces- 
sary At the close of the operation and just before allowing the cavity to 
fill with blood some sterile substance, such as a piece of lead foil, would be 


required to plug the opening leading into the middle ear. With the closure 
of the external incision the cavity would then be a sealed one filled with 
blood We might expect primary union from this throughout. The follow- 
ing case is an interesting example of a blood-clot performed under uncommon 
circumstances: The patient, an adult thirty-five years of age, was admitted 
to the Massachusetts Charitable Eve and Ear Infirmary December 11, 1905 
on the aural service of Dr. F. L. Jack. There had been a history of two or 
three previous attacks of moderately acute inflammation of the left 





middle 


ear. Present otorrhoea (serous) was of two weeks’ duration. Persistent mas 
toid tenderness at tip for several days. An exploratory operation was advised 
by Dr. Jack. The operation was as follows Membrana tympani incised 


Mastoid cells curetted out—one or two cells found rather soft and containing 
a few questionable granulations. The bone was chiseled away toward the 
antrum for a very considerable depth but the antrum was not reached. With 
the mastoid process apparently normal and the antrum unopened, the cavity 
was allowed to fill with blood and the external wound closed as tightly as 
possibk Sterile pad and bandage. The serous discharge from the middle ear 
continued. On the sixth day following this ideal operation, and much to my 
surprise, the posterior wound suddenly began to bulge. The wound was ré¢ 
opened and a dark reddish-brown blood-clot just beginning to break down 
was evacuated. .The wound not being allowed to close entirely, healed 


rap- 
idly in two ,weeks. 


Reik: ‘“‘The normal human blood possesses bacteridical power, varying 
in degree in its antagonism to different micro-organisms; this property of 
the blood is greater after it is drawn from the vessels than while circulating 
intravascularly; the microbe destroying substance is found in the serum, but 
is produced by the leucocytes; certain chemical changes in the blood may be 
induced either to increase or to diminish its bactericidal power, and this 
property of the blood naturally diminishes after the clot is forty-eight hours 
old.”’ 

Smith, Theobald, is quoted as saying: ‘‘We are not yet sufficiently well 
acquainted with the favoring or inhibiting action of the blood upon bacteria. 
Laboratory work has largely been done with blood serum in contradistinction 
to the entire blood and the possibly favoring action of the blood corpuscles 
or their constituents has not been hitherto considered. It is highly probable 
that the blood corpuscies themselves do favor the growth of many bacteria 
For the growth of certain bacteria, such as the influenza bacillus, haemo- 
globin or its derivatives are essential.”’ 
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granulates without any discharge and we then let the wound heal 
up? That is a process we see not infrequently. We do not get that 
down to nine days, but we get healing within two or three weeks 
that way. I must say that I am afraid of closing a wound that has 
been septic, and especially a wound like mastoid where there is so 
much uncertainty about rendering it aseptic. I cannot but think 
that in certain cases we might make a mistake by using the blood 
clot method.” 

At present the disagreeable features constantly presenting them- 
selves are as follows: The mastoid cavity being allowed to fill with 
blood at the end of the operation, the posterior wound is closed for 
primary union. A couple of days later an increase in the discharge 
from the middle ear is noticed with tenderness around the auricle. 
In four or five days the posterior wound fills with pus and there de- 
velops considerable pain, temperature, with perhaps slight tender- 
ness in the neck just below the incision. The stitches being at once 
removed, the wound thoroughly reopened and drained, there is then 
no further difficulty. Occasionally the wound opened spontaneously. 
In one or two instances I have seen secondary counter-incisions in 
the neck made necessary where the pus had extended downward 
under the sheath of the muscles. One is of course obliged to admit 
that bad results may follow any operation even with the best drain- 
age. 

Granting that a certain small percentage of very excellent results 
have been shown in picked cases, what are we to expect in the re- 
mainder less fortunate? It does not seem reasonable to suppose, as 
outlined by Reik* and Bryant,” that “in cases in which the blood-clot 
fails to organize there is no additional risk to the patient, should 
the wound not have been as clean as supposed or should the clot be- 
come infected in any one of the various possible ways.” Is the pa- 
tient, after the wound has been reopened, cleaned and packed in the 
usual way, in the same position that he would have occupied had 
the open method been employed primarily? Considered physiologic- 
ally, the blood-clot may be and indeed is reasonable enough, but prac 
tical tests in this special region leave much to be desired. 

Dr. Jack’ reports a series of sixty cases of blood-clot operations 
taken from the records of the Massachusetts Charitable Eye and Ear 
Infirmary, ten of his own and the remainder by the different mem 


The blood-clot became disorganized in forty-eight 


Ss 


bers of the staff. 
or eighty per’cent. Of the small number which did not require re- 


opening, the discharge from the middle ear was protracted with con- 
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sequent destruction of the membrana tympani and increased impair 
ment of hearing. The length of time for recovery in some cases ex 
tended over several months. Uncomplicated healing was obtained in 
but four of the entire series. After a careful consideration he “fails 
to appreciate the advantages of the so-called blood-clot method over 
the one generally in use.” 

Dr. Bryant” has modified the blood-clot operation by performing 
what he terms a drained blood-clot, that is to say, a light wick is in- 
troduced at the lower corner of the wound. Twenty-four hours later 
the drain is removed, allowing the corner of the wound to collapse. 
This he claims insures a more rapid healing than in those cases in 
which the drain is left as long as a week. He uses this in all cases 
that do not promise well for the simple blood-clot. On what grounds 
he proposes to separate the indications for each it is hard to say. 
For justification in allowing the wound to remain closed he points to 
the chance of rapid healing and the improved cosmetic results which 
are supposed to be so noticeable after the blood-clot dressing. 

One naturally agrees with Hammond that “in all operative proced 
ures the question of paramount importance is not the production 
of as little scar as possible or making the treatment of short dura- 
tion, but what measures will be safest for the patient.”” Dr. Dench 
of New York says that every case in which he has given the blood 
clot dressing a trial the wound has broken down, requiring reopening 
and drainage. 

The employment of the organized blood-clot in the healing of mas- 
toid wounds is, according to Sprague,’ still an experimental proced- 
ure. If this be true, we may yet hope to have a substantial percent 
age of primary healing following this method. At present the expe 

Blake “In twenty-five cases of mastoid evacuation, made the subject 
of the blood-clot experiment in 1896-7, sixteen were so-called acute and nine 
cases of long continued suppuration with later mastoid implication. Of the 
sixteen acute cases, seven recovered by primary healing and were discharged 
well, one in twelve days, two in eleven days, two in ten Ways; and two in 
eight days, thus giving an average of ten days. In the nine remaining acute 
cases and the nine chronic cases, it was necessary to reopen the wound in 
the manner mentioned and allow it to heal by granulation from the bottom. 
In this series of twenty-five cases, therefore, the percentage of recovery in 


the time mentioned in acute cases is 435%, per cent, and is the total number of 
ases in this series twenty-eight per cent.”’ 


Sprague “In sixty-nine cases the typical blood-clot method was used 
and forty-two of them healed without interruption in from seven to fifteen 
days. In the use of the blood-clot in the radical operation my experience is 


limited to sixteen cases and only two of these succeeded.’’ 

Dr. Bryant reports favorable results in the use of the blood-clot in the 
radical operation. ‘The external wound was closed, except for the introduc- 
tion of a small cigarette drain. Out of twenty-three cases done according 
to this method three became infected 

Drs. Gruening, Sneppard, Phillips and Duel are opposed to closing wounds 
by the blood-clot method This method of closing mastoid wounds where the 
dura or sinus has been exposed was most strongly condemned by Dr. W. Le- 
compte (now deceased) 
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riments in blood-clot operations teach us not so much the value of 
the blood-clot in the mastoid as the fact that it is also unnecessary 
to leave a large wound gaping throughout its length to heal by gran 
ulations. Between the two there is a more practical path. We may 
close the wound almost entirely and cover whatever bone possible 
so long as there is left sufficient space for drainage, even though that 
be small. 
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INTRA-NASAL DRAINAGE OF THE FRONTAL SINUS. 
BY E, FLETCHER INGALS, M.D., CHICAGO. 


In the February issue of the Laryngoscope, page 124, Halle refers 
to my operation for Intra-Nasal Drainage of the Frontal Sinus in 
part as follows: 

“Ingals, indeed, has announced a way to make the opening int: 
the cavity from the nose; he introduces a probe into the frontal sinus, 
slides a flexible drill upon the probe and pulling the probe forcibly 
to the front he removes the anterior wall and the floor of the 
sinus.” 

The author evidently did not fully understand my operation. | 
introduce the probe into the frontal sinus and pass the flexible drill 
(or burr) over it, but do not make the effort to pull it forcibly for- 
ward, as he suggests; and do not remove with it the anterior wall 
and floor of the sinus, but only so much of the walls of the naso- 
frontal duct and the floor of the frontal sinus as necessary to give 
a drainage canal 6 m. m. in diameter. Halle refers to the supposed 
dangers of injuring the tabula interna and the lamina papyracea. | 
have done the operation a good many times and I feel confident that 
there is not the slightest danger of injuring the tabula interna; in 
deed, as the probe (or pilot) extends beyond the burr, it is impossi- 
ble for the burr to cut this table; it is impossible indeed for the burr 
to cut anything more than 3 m. m. from the very center of the 
pre be. 

Further, he states, “In the first place it is a question whether the 
naso-frontal duct can be probed in a living person.” I think there 
must have been some error in the translation of this statement, for 
in the conetxt he says, “That this is possible in many cases, espe- 
cially after the removal of the anterior portion of the middle turbin- 
ate, would seem to be sufficiently proved.” Replying to this, I would 
state that Coakley says that he thinks it is possible to pass a probe 
into the frontal sinus in 90% of the cases of empyema of this cav- 
ity. In a considerable number of cases of chronic empyema of the 
frontal sinus I have not failed in this procedure but once, and that 
only temporarily; although in one acute case I failed utterly even to 
find the orifice of the naso-frontal duct and I am inclined to think 
that a good deal of difficulty would be experienced with acute cases. 
In the chronic case, in which I at first failed to pass the probe into 
the frontal sinus, | had no difficulty in passing it from the hiatus 
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semilunaris into an anterior ethmoidal cell where I found denuded 
bone. Finding it impossible to get the probe into the frontal sinus, | 
ran the burr into the ethmoidal cell, thus enlarging the opening in 
the hiatus semilunaris and directly afterward I passed the probe into 
the frontal sinus and then ran the burr in over it. I think this pro- 
cedure will be necessary in some cases and I can see no possible ob- 
jection to it, for it must be remembered constantly that the burr 
cannot pass beyond the end of the probe and no nearer to the 
end of the probe than we desire. Very small steel probes may be 
used for the purpose with perfect safety. I think that the usual 
difficulty in passing the probe into the frontal sinus arises from 
its not having been bent near enough to a right angle. In some 
instances it must be bent even farther than this, but the usual, or 
what we might call the normal curve, may be considered about 45 


as shown in Fig. A, whereas in some cases it would have to be bent 


Author’s Probes for Frontal Sinus. 
From % to 1% mm. in diameter. 


A. ‘Normal Curve. 








B. Extreme Curve. 








much farther, as shown in Fig. B. As it is not desirable to have 
many tubes with different curves, | would recommend that when it 
is found necessary to bend the probe farther than the normal, it 


would be well, after passing the burr into the frontal sinus, to 


then introduce a probe with the normal curve and run the burr i1 
over it, so as to make a canal that the tube would readily fit. | 
have done the operation now many times, and each time I am 
more and more impressed with its safety and its value. I believe 
that the number of cases in which the external operation is desirabl 
will, by this procedure, be reduced to about 5% of all cases of 
chronic suppuration. 

I have no criticism to make of Halle’s method, but am confident 
that it is more difficult and dangerous than mine, and it appears 
to me likely to cause the patient more discomfort. 

34 Washington St. 











PROF. GUSTAV KILLIAN AND HIS WORK. EXPERIENCES 
OF A RECENT VISIT TO FREIBURG, GERMANY.* 
BY WILLIAM E. CHENERY, -M. D., BOSTON. 


Freiburg, sometimes called the “Pearl of Breisgau,” is a beauti- 
ful city, situated on the borders of the famous Black Forest in 
southwest Germany and south of Heidelberg. It is a manufactur- 
ing town of about 76,000 and is an old and important educational 
center, famous for its university, which has about 2,000 students, 
more even than Heidelberg. 

The busy laryngologist on a short vacation tour of inspection 
is not so much interested in the beautiful walks and drives around 
Freiburg, the Schlossberg or the miraculous spring of St. Ottilien, 
the noted Gothic Cathedral or the curious old town gates. To him 
the central attraction is one who for years has been foremost in 
the advancement of our specialty, Dr. Gustav Killian, Professor of 
Laryngology and Rhinology, in the University of Freiburg. Prof. 
Killian’s achievements are well known, but perhaps it would not 
be out of place to recall some of his special work. You are familiar 
with his method of examining the larynx, which makes possible 
a view of the posterior laryngeal wall, and subglottic area. By 
this method a good view of the trachea to the bifurcation i$ often 
obtained. Guisez says: “C’est Killian qui est le veritable createur 
de la tracheo-bronchoscopie.”’ 

KKussmaul attempted direct oesophagoscopy in 1868. While Mac 
kenzie and Mikulicz, Hacker and Rosenheim had developed the 
method, and had removed foreign bodies by means of tubes be- 
fore 1895, Killian in that year showed the possibilities of the use 
of the bronchoscope. In March, 1897, he removed a bone from the 
trachea. This led to the exploration of the bronchi, and on July 
24, 1897, he showed to the medical society that he was able to 
introduce tubes freely into the air passages. By his experiments he 
learned that the bronchi were extensible and freely movable. This 
made possible the adoption of superior bronchoscopy. He also 
found by turning the head of the patient, he was able to explore 
the right or left ramifications of the bronchi. 


Read before the Meeting of the Eastern Section of the American Laryngological 


Rhinological and Otological Society, Providence, R.1., January 5, 1907 
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In September, 1899, he first reported his method of submucous 
window resection of the nasal septum, which operation has been 
perfected by Killian and our own rhinologists, until now the sub- 
mucous resection is by many considered the best, and by some, the 
only operation for septal deviations. 

In 1902, he published a description of his radical operation on 
the frontal sinus. Besides, Killian has done much research work 
in embryology and in the comparative anatomy of the nose and 
nasal cavities. The results were published in 1904 in his “The ac- 
cessory sinuses of the nose and their relation to the neighboring 
parts.” He has devised many instruments. His speculum and sub 
mucous instruments are well known; and his bronchoscopic in- 
struments are numerous. The right-angled trocar for washing the 
antrum of Highmore, the “V”-shaped chisels and eye protector 
for the frontal sinus operation, his sphenoidal punch, not to mention 
many other instruments, show his mechanical genius He has 
written many articles for the German, French and English journals; 
besides he has made numerous charts and models. I remember 
the pride with which he showed me a very large papier-maché 
model of the maxillary bone, with the turbinates attached, which 
he used for instruction purposes. 

In the latter part of August it was my privilege to be in Freiburg 
and be a visitor in Killian’s clinic. He was cordial in his greeting 
and seemed to be pleased to have Americans visit him. His keen 
eye and quiet manner immediately betoken the real student. He 
is about fifty years of age. He speaks English fairly well. How- 
ever, after a few pleasant words, or answering questions, he is 
apt to retire to his private office, which adjoins the general clinic 
room, leaving the visitor in the care of his first assistant, Dr. Karl 
Von Eicken, who is very genial and affable. Von Eicken speaks 
English fluently and takes great interest in explaining Killian’s 
methods. As an assistant, he is under a five years contract at a 
nominal salary, and during that time can not practice privately. 
This custom is most excellent, for it assures the master of a 
valuable assistant, and makes possible much research work. 

What can one accomplish in a short time in Killian’s clinic? By 
arranging before hand as to time, one can take a very instructive 
and practical course in bronchoscopy and cesophagoscopy. Many 
of us have had the opportunity of taking Dr. Mosher’s mosi ex- 
cellent course, and practiced passing the bronchoscope and cesophago- 
scope on the cadaver. In Freiburg, one learns the technique, and 
actually passes the tubes on the living. To see the ease with which 
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it may be done, without a general anesthetic, is very interesting 
and shows the possibilities of a larger use in the future. 

The course includes the history of tracheo-bronchoscopy and 
cesophagoscopy, the use of Kirstein’s head lamp, which Killian 
uses; and practice in diagnosing foreign bodies at the end of dif- 
ferent length tubes. Killian does not use the tubes with a light 
near the end. Having become proficient in this, inferior bron- 
choscopy is practiced, with 20% cocaine as the local anaesthetic. 
After entering, at right angles, the tracheotomy wound, the tube 
is passed downward to the bifurcation, when cocaine must be again 
applied. The patient sits on a low stool and the operator stands 
directly in front of him. After thoroughly cocainizing the bifurca- 
tion, the exploration may proceed to the bronchi, care being taken 
to be gentle in the manipulation. 

Superior bronchoscopy is then practiced, the parts being well 
cocainized with 20% cocaine. The divided Kirstein autoscope is 
used to assist in the introduction of the tube, until past the vocal 
cords, when it is removed and the examination proceeds as in in- 
ferior bronchoscopy, the position of the patient and surgeon being 
the same. If a general anesthetic be given, Rowe's position is used, 
and the surgeon stands at the patient’s head and facing his feet. 

The last exercise is in cesophagoscopy, which is performed with 
the aid of 20% cocaine, applied as before, to the pharynx and 
fauces, and base of tongue and arytenoids, with a swab. To as- 
sist in introducing the instrument, the finger is used as a guide, and 
a flexible bougie is introduced through the tube about two inches. 
The instrument must be well oiled. The cricoid is the greatest 
obstacle in the passage of the instrument. Force must not be used. 
When past this point the bougie may be withdrawn and the in- 
strument passed downward, at the same time inspecting the walls 
of the cesophagus. 

The endoscope and cystoscope have been used with much success 
in other parts of the body. Because a few accidents occurred in 
earlier years from crude instruments and faulty technique, direct 
examination of the cesophagus and trachea have been avoided. But 
Mikulicz long ago said every normal man could be examined with 
the cesphagoscope. Prof. Stark says, passing the cesophagoscope 
depends more on the skill of the examiner, not on the anatomical 
build of the patient. Great improvement has been made; and since 
1900, hundreds of examinations have been made without accident. 

The laryngologist will be called on more frequently not only to 
remove foreign bodies from the trachea, bronchi and cesophagus, 
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but also to treat medically and surgically, these parts. In the same 
line, Dr. Chevalier Jackson has shown us that direct inspection and 
treatment by means of the gastroscope, is within the province of 
the skilled laryngologist. What we need is practice. More at- 
tention to this subject should be given in our medical schools. The 
use of these instruments is applicable to ulcerations of tuberculosis, 
syphilis, and beginning cancer; to direct examination of tumors, 
benign and malignant; to diverticuli and stenoses from various 
causes; to neuroses, as well as foreign bodies. Also by giving the 
exact location of disease, proper surgical procedure may be aided. 

Killian has removed a sarcoma in a man of sixty by the natural 
passages. It is contraindicated in extremely nervous people, in 
advanced age, where there is a rigid vertebra, in extreme cachexia, 
and advanced tuberculosis; also in emphysema and acute inflam- 
matory processes of the lungs; in aneurism of the aorta, and in 
organic heart disease. The difficulties of superior bronchoscopy 
and cesophagoscopy are in having a good set of teeth and a short, 
thick-set neck. 

To one who is used to the large clinics of our hospitals, the clinic 
at Freiburg seems small; during my stay, there were not more than 
ten to fifteen patients per day. From one who spent several months 
in Freiburg, I learned there were never more than twenty to twen 
ty-five. From the fame of its clinician, however, material is drawn 
from a very wide circle. 

A few points noted in the frontal sinus operation I saw Killian 
do may be of interest. The patient was a man of about 45 years, 
with left chronic frontal sinusitis, previously operated on by the 
Ogston-Luc method, with only temporary relief from pain and 
suppuration. The patient had come many miles for operation by 
Prof. Killian. A careful intra-nasal examination and X-ray showed 
the presence of the disease and extent of the sinus. Ether was the 
anesthetic. No post-nasal plug was used, only the three cigar- 
shaped pieces of cotton packed through the anterior nares. The 
head of the patient was slightly raised during the operation. The 
eye-brow was not shaven. Great care was taken to preserve intact 
the periosteum over the narrow bridge, and the orbit was protected 
well by an assistant, with Killian’s orbit guard and retractor. The 
opening below the bridge was made as large as possible, and great 
care was taken in exploring the whole of the sinus, especially the 
orbital portion, and all septa were removed. All the ethmoidal 
cells were carefully destroyed. The wound was closed by aluminum 
bronze sutures. ‘The nose was lightly packed with gauze for twenty- 
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four or forty-eight hours. Light compression was made over the 
frontal to make the tissues sink into the sinus cavity. The patient, 
afterward, was not allowed to blow the nose, but was instructed to 
sniff back into the throat all secretion. Crusts were removed from 
the anterior nares by forceps. Several cases radically operated 
on some time before were seen, and the results were very satis 
factory, relief from pain, cessation of suppuration, and only slight 
deformity. One man, who had a very large sinus, and so more 
deformity, received a second injection of cold paraffin while I was 
there, completely filling out the depression. 

All over Germany severe operations are being done with in- 
jections of cocaine and adrenalin, which we would consider must 
be done under general narcosis. I saw several mastoids, an ex- 
cision of the jaw, and several radical Caldwell-Luc operations on 
the antrum, all done under cocaine anzsthesia. One day, in Killian’s 
clinic, a young man, 21 years of age, had a Caldwell-Luc operation 
on his antrum, sitting upright, with only the use of cocaine and 
adrenalin. At the end of the operation the young man was a little 
faint. After lying down for a few minutes, he walked back to his 
room in another hospital building; no packing having been put 
into the antrum. He did very well, and had no post operative 
hemorrhage. 

Killian is a thorough anatomist, an experienced and resourceful 
surgeon. Careful and thorough in his operations. A man justly 
famous. A worthy guest of our next annual meeting. 


222 Huntington avenue. 


The Difficulties and Dangers of the Mastoid Operation, the Vicis- 
situdes of Convalescence and the Uitimate Result to Patient. 
CHARLES A. BALLANCE. Lancet, Sept. 30, 1905. 

\ consideration of the dangers of the operation; the vicissi- 
tudes of convalescence, such as temporary paresis of the facial 
nerve: or delaved healing; the ultimate results; and the selection 
of cases for operation. 


Sr. CLAIR THOMSON. 




















REPORT OF A CASE OF LATERAL SINUS AND JUGULAR 
THROMBOSIS WITH ABSCESS DEVELOPMENT IN THE 
NECK. RECOVERY. 

BY J. J. THOMPSON, M.D., NEW YORK. 

Notwithstanding the large number of recoveries following ex- 
cision of the jugular vein that are being reported almost daily, |] 
consider the following case, on account of some peculiarities that 
it presented, worthy of being added to the list. 

The patient, an Italian child, nine years old, when brought to the 
Manhattan Eye, Ear and Throat Hospital, presented the following 
condition, and gave the following history: For one year she had 
had a discharge from the left ear, and for three weeks previous to 
admission, had complained of pain on the right side of her head. 
Two days before coming to the hospital, a tender swelling de- 
veloped along the anterior border of the left Sterno-cleido-mastoid 
muscle. She presented all the symptoms of a child suffering from 
a severe toxemia. She was very anemic and emaciated; her pulse, 
although only eighty, was weak, and her face wore the characteristic 
worried appearance. The mastoid was not at all tender, but pres- 
sure over it caused pus to flow from the auditory canal. The mem- 
brana tympani was almost entirely destroyed, and the middle ear 
was partially filled with granulations. The glandular swelling in 
the neck was very sensitive to pressure. Her temperature in the 
morning was 97 degrees. At this time, I was not able to. obtain a 
very complete history, owing to the inability of her father to speak 
English, and even in the presence of the symptoms of septicemia, 
above enumerated, and the glandular enlargement in the neck, I 
did not suspect the presence of a clot in the lateral sinus, but was 
of the opinion that her condition was due to the continued absorp- 
tion of toxines during the three weeks that the mastoid infection 
had been present. I afterward learned that she had had occasional 
chills and some sweats, for two weeks previous to the time I first 
saw her. 

On the afternoon of the day of admission the regular mastoid 
operation was undertaken. The antrum and mastoid were. filled 
with pus, in fact the entire mastoid was one pus cavity, the inter- 
cellular trabeculz being entirely broken down and disintegrated. 
Pus oozed from around the lateral sinus on all sides and escaped 

*~ ead at a Meeting of the Mt. Vernon Medical Society 
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under some pressure when it was separated from the bone. A pos- 
terior incision was made and the lateral sinus uncovered for about 
two inches posteriorly, and considerable of the cerebellum was ex 
posed at the same time, showing a large epidural abscess in this 
region. The sinus was then opened and found to contain a clot 
which extended beyond the bulb below, and as far as the torcular 
behind. This was thoroughly removed from the sinus where it 
was exposed, and the necrotic walls cut away. The condition of 
the child at this time would not permit any further work, so the 
wound was packed, and the patient was returned to the ward. Under 
vigorous stimulation her pulse improved in quality, although it re 
mained between 160 and 170, her temperature being 101 degrees. 
The following morning her condition was much improved, and 
under the circumstances was very good indeed. The temperature 
was normal, pulse 130, and her facial expression much better than 
on the previous day. The differential blood count showed the 
presence of 14,000 leucocytes per cubic mm, of which only 77% 
were of the polymorphonuclear variety. Notwithstanding the gen- 
eral improvement in her condition, the presence of such a small 
percentage of polymorphonuclear leucocytes looked rather ominous. 
The following morning her mentality was not as good, or her 
cerebration as rapid as on the previous day; she was becoming 
drowsy, and difficult to arouse, but we considered her heart action 
had improved sufficiently to allow of the removal of the jugular 
vein and infected glands. 

Accordingly, in the afternoon, through the usual incision, extend- 
ing from the tip of the mastoid to 1% inch above the clavicle, along 
the anterior border of the Sterno-cleido-mastoid’ muscle, several 
large glands were removed, and an abscess cavity surrounding the 
vein was opened. The vein in its lower part was apparently normal, 
and was filled with fluid blood, the quantity of which varied with 
each inspiration. It was first litigated as iow as possible, and then 
dissected upward. Just above the entrance of the facial and lingual 
veins, and at the point where it formed the center of the abscess 
cavity, its walls were entirely destroyed, nothing remaining but a 


slender string of tissue. On following this upward its continuity 
with the upper part of the vein could be established, and pus could 
be seen to ooze from its lumen. The pus that enveloped the vein 
was very foul and the destruction of the surrounding tissues ex- 
tensive, even the outer coat of the carotid artery showing a wvell- 
marked erosion. The remainder of the mastoid tip was removed, 
and the uppermost portion of the vein dissected out. No sutures 
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were used, the margins of the wound being drawn together with 
adhesive plaster. 

Both the pulse and respiration were very weak, but under stimu- 
lation the patient reacted readily, and her subsequent recovery was 
rapid and complete. 

For a week she ran a characteristic septic temperature, reaching 
103 degrees at night and dropping to normal in the morning. After 
that it gradually assumed a more even curve, and in ten days re 
mained normal throughout the entire twenty-four hours. The neck 
wound healed rapidly, leaving little more than a linear scar. 

This is the first case in which I have had an opportunity of see 
ing fluid pus within the jugular vein, and it impressed me as 
peculiar that no metastatic developement occurred, especially as 
the blood in the vein below the entrance of the facial, was un 
doubtedly fluid, as was evidenced by the change in its volume 
during respiration, a fact noticed at the time of operation. It is 


on this account that I have taken the liberty of reporting the case 


40 West 47th street 


Rupture of the Drum Membrane from Contreceup. ALEXANDE! 


Baurowicz. JMJonatschr. f. Ohrenh., Berlin, Sept., 1904. 
lhe patient struck the left side of the head and sustained a pe: 
foration of the right drum membrane, near the umbo. ‘The possi 
bility of the occurrence of such ruptures, without fracture of th 
skull itself, is important froin a medico-legal standpoint 
\ NKAUER 


The Treatment of Laryngeal Tuberculosis by Sunlight. Arruur 


Bear. Wien. klin. Wehnschr., March 8, 1906. 
Che patients are taught to sit in front of a mirror with their backs 
to the sun and by means of a Jaryngeal mirror, to reflect the sun- 


light into their own larynges. He reports several cases success- 


fully treated in this manner. 


YANKAUER. 








CYSTIC POLYP.* 
BY JOSEPH H. ABRAHAM, M. D., NEW YORK. 


This interesting specimen of nasal polyp was removed a few days 
ago from a patient who first came under my care 8 years ago with 
the following history: Mrs. Y., age 38, born in Austria. Contracted 
measles when 6 years of age. At 16 contracted a severe attack of 
variola and suffered from severe frontal headaches. Eight weeks 
later, while in the garden, it rained and she was wet to the skin. 
From this she contracted pneumonia which lasted seven weeks. On 
recovery, the pain increased over the eye and there was a profuse, 
fetid, bilateral nasal discharge. When 18 years of age, she came to 
America, and married at 24. Her husband insisted upon her consult- 
ing a specialist for the severe headaches and nasal discharge, and she 
was operated upon for bi-lateral nasal polypi, and discharged cured. 
Five years later she consulted me, and on examination, polypi were 
found springing from both middle turbinates and ethmoida! cells, 
and profuse fetid discharge from the left side, due to chronic empye- 
ma of the frontal, ethmoidal and antrum cavities. After a radical 
1emoval of the polypi from the right nasal cavity, the pain disap- 
peared from that side and there was no recurrence of the polypi. 
[he polypi fron: the left side were then removed and the ethmoidal 
cells were thoroughly curetted. The fronto-nasal duct was also 
curetted and the frontal cavity treated through the nose; the antrum 
was drilled and treated through the inferior meatus. The patient 
made an uninterrupted recovery and was free from all pain when 
discharged. This condition continued until two weeks ago, when 
she consulted me, complaining of left nasal obstruction. Examina- 
tion revealed a very large polyp springing from the anterior end of 
the middle turbinate. This was removed with a snare, and pre- 
sented such a peculiar yellowish appearance that a section was made, 
and a large cystic cavity found filled with a thick yellowish, odorless 
fluid. There was no necrosis of bone or nasal discharge, and after 
a few treatments the patient was discharged cured. Owing to the 
peculiar pathological condition of the polyp it was thought that the 
pathologist’s report would prove of interest. The examination wa: 
made by Dr. F. M. Jeffries. 

* Read before the New York Academy of Medicine, Section on Laryngology and 
Rhinology, November 28, 1906 
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Pathological Report. The nasal polyp with the peculiar cystic 
appearance has been examined, and I herewith submit my observa- 
tions. The growth is composed of a highly vascularized fibro-mucous 
tissue which is somewhat cedematous and resembles the polypi com- 
mon to the nose. The cavity you describe as having contained a 
fluid is nicely shown in the sections prepared for the microscope. So 
far as the sections show, the cavity was entirely closed, but there 
probably was an outlet at some point and the space had become dis- 
tended by the aggregation of fluids. The outer surface of the growth 





is covered largely by columnar epithelium, but at one area it is of 
the stratified squamous variety. The cavity is lined throughout by 
columnar ciliated epithelium. There is an acute inflammatory infil 
tration throughout the sub-epithelial structure of the inner cavity, 
which gradually diminishes as the outer surface is approached, so 
that there is little or no inflammation manifest on the outer surface. 


616 Madison avenue. 











LARYNGEAL URTICARIA, REPORT OF A CASE. 


BY C. E. COOPER, A.B., M.D., DENVER, COLO. 


The infrequent occurance of laryngeal urticaria forms the chief 
motive for this report. Unfortunately the actual lesion was not 
visible, but sufficient clinical and objective evidence did exist to 
justify the belief in the presence of a wheal acting as an obstruction 
to respiration and located somewhere below the epiglottis. 

Miss B., age 20 years, single and a nurse by occupation. Family 
history good. Was operated upon several months ago for appendi- 
citis. Made an excellent recovery with evident general benefit to 
her health. For two weeks has been complaining slightly with 
rheumatism (articular) and has been taking aspirin and salicin in 
moderate doses, at the same time continuing her work. 

On the evening of July 11th, after a meal of meat, potatoes, bread 
and butter and raspberries she was suddenly seized with a marked 
dyspnoea, choking sensations and cyanosis. She sought relief from 
another nurse who sumimoned an interne. He administered mor- 
phine, atrophine, nitroglycerine and amyl nitrate in an endeavor 
to relieve the dyspnoea. About one half hour afterward I saw her. 
She was extremely nervous, respirations about sixty and difficult, 
color good and pulse good. It fell to my lot to see her, not because 
any throat lesion was suspected, but because I happened to be in 
the hospital at the time and the sister in charge asked me to do some- 
thing for her intense itching. From head to foot she was one mass 
of wheals and was evidently suffering extremely. In an endeavor to 
explain the marked dyspnoea and cyanosis of but a short time before, 
I examined the heart and lungs and found both normal. I then ex- 
amined the throat; the pharynx as far down as I could see showed 
several wheals. The uvula was oedematous on the right side only, 
the situation of another wheal. Unfortunately, I had neither head 
mirror nor laryngeal mirror with me, but it is only fair to infer from 
the general manifstations of urticaria as well as the local ones in 
the pharynx and uvula, that the dyspnoea, cyanosis and prostration 
were produced by a wheal situated upon the epiglottis or within the 
larynx or trachea. Additional evidence rests in the sudden onset and 
simultaneous appearance of the urticarial rash with the dyspnoeic 
attack. 
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Adnephrin at once suggested itself as the remedy par excellence, 
but was not used because both the cclor and pulse were good and 
the patient evidently getting enough air, even though its passage 
was obstructed. Then, too, I feared that the irritation incident to 
any manipulation of the laryngeal structures might produce other 
wheals. A brisk purge of calomel and salts preceded by an enema 
was ordered. For the intense itching a pack of equal parts of 
milk and water. with bicarbonate of soda and carbolic acid was 
applied, resulting in immediate relief. 

[ saw the patient an hour afterwards, the color was good, respira- 
tions about normal, pulse good, itching gone, but she was still quite 
nervous. The pharynx still contained a few wheals. The following 
morning the patient was normal except for a slight weakness inci- 
dent to the catharsis. 


California Bldg. 


The Gates of Infection in Epidemic Cerebrospinal Meningitis. 
N. Y. Med. Journ., Aug. 26, 1905. 

This editorial calls attention to the interesting researches con- 
ducted recently by Westenhoeffer under the auspices of the German 
government. The results of twenty-nine autopsies made in the in- 
dustrial district of Silesia, during an epidemic of considerably 
virulence. 

The above observer finds that the invasion of the infections is 
through the pharyngeal tonsil. The latter was found enlarged, 
swollen, congested and oedematous in all the cases. The naso- 
pharynx was filled with a mass of muco-purulent material and 
the reduess and swelling aiso extruded to the pharyngeal mucous 
membrane. The anterior portions of the nose was seldom involved. 
Either one or both middle cars were the seat of catarrhal or sup- 
purative changes in 65% per cent of all the cases. In 34 5/10 per 
cent of the cases the spheroidal sinuses were affected and in 27 6/10 
per cent the maxillary sinus. In not a simple case did the infection 
find an entrance through the cribriform plate. 

The moral of the above important observations is to clear the 
naso-pharynx of lymphoid overgrowth and to direct an asepsis to 
the nose and naso-pharynx during an epidemic of cerebro-spinal 
meningitis. 


LED: «MAN, 











A GUARDED BURR FOR SEPTAL RESECTION. 
BY RICHARD H. BROWN, M.D., CHICAGO, 

The writer desires to call to the attention of rhinologists, a new 
instrument for the submucous resection of the septum. 

In his experience of seventy-two cases, he has found that, in a 
very large proportion, he has had to discard the bone-cutting 
forceps as either too large or too light to cut away heavy bone at 
the back of the septum, or high up, and has had to fall back upon 
the uncertain, and not always safe, method of twisting away the 
splintered fragments with a strong forceps. 

Failing to overcome the mechanical difficulties in securing a cut- 


ting forceps of sufficient spread of jaws and strength to bite away 























Fig. 1 rhe Guarded Burr complete, showing Slide draw 


position, and Burr withdrawn 


heavy bone, and still small enough to be inserted into the narrower 
regions of the nasal fossz, he has had cqnstructed for him, an in- 
strument working on a different principle, which seems to meet 
the requirements. 

It consists of a guarded drill or burr running in a steel tube 
sheath, which fits upon the ordinary White dental handle (Fig. 1.) 
The burr is oblong and especially adapted for rapid work. Half of 
the teeth extend to the rounded head of the drill, and two of these 
are cut deeply clear across the tip. The guards are arranged to 
project beyond either side of the tip of the drill, so as to prevent 
catching the membrane, and also to act as guides, being placed 
astride the part to be removed, thus preventing the rapidly-moving 
drill from slipping sideways. One of the guards is arranged to be 
drawn down to a second position without removing the instrument, 
leaving the burr free on one side to cut away bone too thick to be 
included between the two guards 
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The instrument is small enough to reach every part of the nasal 
septum, and strong enough to drill away the hardest bone. The 
parts are easily detachable for sterilization. 

The manner of using this instrument is obvious on reference 
to the cut (Fig. 2), but a few hints may save one some mincr an- 
noyances in the operation. 


The more rapidly the drill runs, the 
better. 


Any suitable motor with a flexible cable and White dental 
handle, will answer, or, one 


can use the ordinary dental engine 
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elevated over deflection; 3 Uy 


with foot power. In the writer's work so far he has used the 
Victor motor at its top speed. 

After the membranes have been carefully elevated, this method 
is to insert a Foster submucous speculum (Fig. 4), which is best 
made about half an inch longer than usual so as to reach the 
furthest parts of the vomer if required. hrough this retractor 
the guarded drill is passed and pushed backward astride the septum, 
cutting away a channel at the upper part of the region to be re- 
moved (Fig. 2-7), thus using 


eo the slower cutting point where the 
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bone is thinnest. Without removing the instrument it is withdrawn 
to the front of the cut, and with successive downward sweeps the 
bone is drilled away as far as desired (Fig. 2-4). Should one 
encounter parts too thick to be included between the guards, the 
movable slide is pulled back and locked, leaving the burr free to 





Fig. 3. Method of Operating with Slide wirhdrawn. A. on right side of septum; B 
left side; C. Method of avoiding wedging with thin splinter of bone 


cut away its thickness in the heavy bone guided by the other guard, 
then with the slide returned to its first place, the remaining bone is 
easily and safely removed. 

When operating on a thickened septum with the slide back, care 
should be taken that the direction of the cutting should be such as 














Fig. 4. Longer Foster Speculun 


to hold the bone against the guard and not to force it away, thus 
the burr revolves from left over to right, and in cutting on the right 
side of the septum (left side of the operator), one should cut down- 


‘| 
ward (Fig. 3A). On the left side of the septum, cut from below 


(Fig. 3B). Failure to observe this precaution may cause the drill 
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to be violently jerked away from the bone to the possible injury of 
the membranes. 

In cutting away thin plates of bone, the instrument should be 
tipped to one side so that the top and bottom of the opposite guards 
will hold the bone to the center of the drill (Fig. 3C). Otherwise 
a thin splinter of bone may become wedged between burr and guard 
and necessitate withdrawing the instrument to clear it. 

For the removal of the bone dust, the writer has devised a small 
blunt hoe as shown in Fig. 5. On the other end of this is shown an 











angular blunt elevator, which is not found in other sets of septum 
instruments, and is extremely useful in dissecting up the membrane 
behind sharp spurs or deflections. 

Figure 6 shows the Freer sharp and blunt elevator in one instru- 
ment, which are used in elevation of the membrane. 

A small syringe with sterile water or salt solution is also useful 
in removing the bone dust and detritus from between the mem- 
branes. The membrane is pressed back into position and the after 
treatment carried out according to the individual operator’s custom. 








The writer likes to use a gutta percha splint packed against the 
membrane by gauze strips. 

In operating on the cadaver, the writer has removed the whole 
septum including a large spur in a minute and a half. It has been 
used so far but twice on the living subject, and in these operations 
all the attention of the surgeon was given to consideration of safety, 
not of speed. Even when used without the presence of retractors, 
the guards have proven sufficient protection to preserve the mem- 
brane. It would seem to be the part of prudence to use a pair of 
slender retractors in the few cases where the Foster speculum can 
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not be used. Figure 7 shows one of the forms which can be used 
even in the narrowest places, and is found invaluable during the 
raising of the membrane. 

In the second of the operations with this instrument, a very ex 
tensive resection, an unusually thickened vomer was removed with 
ease, to within half an inch of the choana, in such a position that 
no forceps heavy enough to do the work could have grasped it. 

This guarded burr has not been devised as a universal instru- 
ment, though it can be used easily in place of swivel knife, chisel 
or bone forceps, in any part of the septum, but, if it should help 
others over some of the hard parts of this operation, the writer 
will feel more than pleased. This is presented as a preliminary pa- 








per, but I hope later to be able to report a series of operations with 
this instrument, when I can speak more definitely of its possible 
advantages and limitations. 

The instrument is made in a most workmanlike style by V. Muel- 
ler & Co., of 


of this article. 


Chicago, to whom credit is due for the illustrations 


72 Madison street. 














THE REINFORCED FREER-GRUNWALD FORCEPS AND NEW 
PATTERNS OF ELEVATORS AND RETRACTORS FOR THE 
SUBMUCOUS RESECTION OF DEFLECTIONS OF THE 
NASAL SEPTUM. 


OTTO T. FREER, .D., CHICAG( 


The forceps designed. by me for cutting away the bony parts of 


deflections of the septum, my first description of which appeared 
in Frankel’s Archiv. fiir Laryngologie, Vol. 17, page 172, has 
been used by me for the past three years in all such submucous 
resections as included the excision of bone, and it has answered 
its purpose so fully that I have practically discarded for it all 
other implements for the removal of the bony portions of devia 
tions, and I use it not only for the resection of portions of the 
perpendicular plate and vomer, but also for the excision of the 
bony ridge along the nasal floor, composed of the anterior pro- 
longation of the vomer, the superior maxillary crest which sup 
ports it, and the crista incisiva anterior to it. Others operating 


“4 ' j 
] ] 


according to my method have been similarly satisfied with this 
forceps. 

While. my statement in my first article, that the instrument was 
strong enough to cut away any thickness of bone encountered in 
the septum, has proven true in all but two or three of my cases; 

1 


in these I have encountered bone at the base of the septum three 


eighths of an inch thick, which the forceps would not punch 
through and which had therefore to be twisted with it in order 
to partly break it and partly cut it off. I have also had reports 
from two other operators, each with an instance in which thick 
bone resisted the forceps. It became necessary, therefore, to make 
this already powerful forceps still stronger, so that it could be 
trusted to always cut through even the thickest bone that might 
be met with in exceptional cases, and I have accomplished this 
by a very simple change which has doubled the cutting power of 
the instrument without depriving it of its good qualities of slen- 
derness, length and freedom of opening in narrow places. The 
change alluded to consisted in making the shank of the forceps 
between the lock and the blades of a conically straight form as 
shown in Fig. 1, instead of concavely conical as shown in Fig. 2. 


The latter shape made the twisted bars composing the shank too 
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slender, so that when the instrument was firmly closed they sprang 
a little apart, power being thus lost. In the new “reinforced” for- 
ceps (Fig. 3) the jaws close with a firmness and a feeling of 
solidity that is due to the absence of all spring in the massive 
shank. The modification described has doubled the strength of 
the instrument, which now cuts through four thicknesses of heavy 








Fig.1. a. New Reinforced Strong Shank of the Freer-Gruenwald Forceps 


cardboard where it formerly cut through but two. The contrast 
in strength between the “reinforced” forceps and older pattern 
with slender springy shank is remarkable, the reinforced instru- 
ment cutting with a light pressure of the hand a thickness of bone 
which the old type of forceps could only be made to punch through 
when its handles were forcibly compressed. 











2. a. Old Type of Concavely Conical, Weaker Shank of Forceps 


In former times, | paid undue heed to the frequent criticism 
that the instruments in my set for the submucous resection were 
too numerous, and, to its detriment, I discarded from it imple- 
ments which further experience made it necessary to restore. Con- 


sidering the great variation in the structure and form of deflec- 


tions, it is quite impossible to do a perfect operation in every case 
without a large choice of instruments. The attempt to do fine 
cabinet work with a jack-knife may show zeal, but success is more 
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apt to attend the use of proper tools, and, similarly, the submucous 
resection, undertaken with “a few simple instruments,” is apt to 
be poorly done as compared with the result obtained by a properly 
equipped operator. For this reason I do not hesitate, convinced 
of their appropriateness by use, to recommend as additions to my 
set the two short and two long elevators shown in Fig. 4. The 
short elevators, one sharp and one dulled, permit holding the in- 


strument close to its working point, a great advantage in uplift- 











Fig.3. The Freer-Gruenwald Reinforced Forceps for the Submucous Resectior 


Deflections 


ing my anterior L-shaped flap and in working in the front of the 
naris. The long elevators, also one sharp and one dulled, are in- 
tended for detaching the coverings of the bony portion of the 
deflection far back in the naris. These four elevators are designed 
to supplement but not to replace the regular elevators of my col- 
lection. 

Further experience with the submucous resection has confirmed 
my opinion that no form of nasal speculum can equal individual 
retractors, held by an assistant, for holding the nostril open or 
for holding aside the detached mucous coverings of the deflec- 
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tion. The saving of an assistant by trying to make a speculum 
held by the operator, or fastened to the patient’s head, perform 
his services, is apt. to prove an annoyance to the surgeon, to dis- 
tract his attention and to compromise the success of the more diffi- 
cult resections. A fault of the speculum is the parallel relation of 
its blades, which always keeps one of them opposite the other in 





bh LL — 












Fig.4. Long levator for Use in the Deeper Parts of the Nose, and Short One for Work 
ing at the Front of the Nostri 


the naris whether it be in the desired place or in the way, as it is 
apt to be. The long-bladed type of bivalve speculum is objec- 
tionable where it is most needed, namely, for the resection of bone 
deep in the naris, for the close approach of its blades, due to the 
inability to open them widely in this region in most nasal cavities, 
leaves insufficient room for the play of the forceps in excising 
bone, so that opening this instrument, or its mere introduction in 





























Fig.5. Long, Thinbladed Retractor fer holding aside the Detached Mucosa from the Denu 
ded Deflection in the Deeper Parts of the Nasal Cavity 


some cases, forcibly crowds the speculum blades against the frail 
detached mucous coverings of the denuded deflection, so that they 
are apt to be torn. In distinction to the speculum, with its blades 
in unvarying relation to each other, the retractors’may be placed 
in any relative position. If there be no room for two, one may 
be withdrawn, and in difficult work, near the front, three may be 
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used, one being held by the operator. The surgeon’s attention is 
not distracted by having to hold a speculum in the proper posi- 
tion, for the assistant relieves him of the task of holding the nose 
open, so that the operator’s left hand is free to swab or to push 
away endangered detached mucosa with an elevator, while the for- 
ceps is being used. 

In order to hold aside the uplifted mucous membrane when the 
resection is being conducted deeper in the nostril, | have added to 
my set the long thin retractors shown in Fig. 5. Both of them 
may be used to hold open the pouches of detached mucous mem- 
brane on either side of the bony deflection, or, where there is no 
room for the play of the forceps between both of them, a not in- 
frequent occurrence in spite of the thinness of their blades, only 
one may be used, it being introduced upon the side of the septum 
where the mucosa is most in danger of being seized. One of the 
retractors is also employed to protect the flaps during the tam 
ponade. 

[ am indebted to F. A. Hardy & Co. for the uniform perfection 
in which they are making my forceps, which are now all of the 
reinforced pattern, and for the exactness with which they follow 
the original models of the rest of my set. 


288 FE. Huron St. 


Suppuration in the Floor of the Tympanic Cavity. KRersci 
MANN. Arch. f. Ohrenh., Leipzig, Oct., 1904. 
In the case here reported. pus had burrowed from the mastoid 
cells through the posterior wall of the meatus, and had caused 
necrosis of the floor of the tympanum 


YANKAUER. 











THE SAFEST METHOD OF USING PARAFFIN 
SUBCUTANEOUSLY .* 
BY S. H. LARGE, M.D., CLEVELAND, OHIO. 


In bringing this subject before you, I wish only to describe 
Prof. Gersuny’s latest method of injecting paraffin  subcutane- 
ously. Gersuny was the first to use paraffin subcutaneously, and 
his method then was to inject paraffin which was at a low melting 
point, warmed, into the subcutaneous tissues. After he had two 
very serious complications, one of emboli of the lung, and_ the 
other of blindness, he adopted the method which I wish now to 
describe. 

The site to be injected is made aseptic by the use of soap, alco 


hol and mercury bichloride solution. The syringes, two in num 


ber, one large and one small, are boiled, and the small one filled 


with Schleich’s solution and the larger one with paraffin. The 
hypodermic needle must be made to fit both syringes. He injects 
the Schleich’s solution under the tissues and then aspirates. If, 
in aspirating, the Schleich’s solution remains clear, showing that 
no blood vessel has been entered, he attaches the large syringe 
containing the paraffin (which has been allowed to become semi- 
solid) to his needle, which has been left in situ. The paraffin is 
injected slowly, and great care must be taken not to inject too 


much at a sitting. The Schleich’s solution also acts as a local 


anesthetic, thus making the operation perfectly painless. 

| had the pleasure of attending 'Prof. Gersuny’s clinic in Vienna 
last year and saw in use his paraffin for all kinds of deformities, 
also for very many different affections. Among these were the sad 
dle-back nose, atrophy of the muscles of the face after the radical 
operation for empyema of the frontal sinus, inguinal and femoral 
hernia, incontinence of urine, and prolapse of the lower bowel. 
In a letter from Prof. Gersuny, which I received last month, he 
informs me that he has not had a single bad symptom follow this 
method. 

In the last five years I have used paraffin subcutaneously in 
twenty-four cases in all, for the following deformities and affec- 
tions: Saddle-back nose, depression after radical operation for 


* Read before the Eleventh Annual Meeting of the American Academy of Ophthal 
mology and Oto-Laryngology, St. Clair, Mich., August 30,31 and September 1, 1906 
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empyema of the frontal sinus and in atropic rhinitis. I have 
never had any serious accident following, but when I look back 
I wonder that I did not, especially in those cases of atropic rhi- 
nitis where the paraffin was injected subcutaneously into t i 


sues ¢ 


f the inferior turbinate. The method I employed was the 
injection of the semi-solid paraffin, using the Harman Smith 
syringe. I have only used the aspirating method for tl 
months, and must say that I feel a great deal safer after using 
this later method. 


11 1 


In reviewing the literature the following serious results have 





been reported : 


4 e | 
f necrosis of the skin 


Nosserman reports a case « 
Hurd-Holden, blindness of the right eye due to emboli of the 
arteria centralis retinae. 


Mintz, blindness of the rig! 





Pfarmaustiel, a case of pulmonary embolism. 


Halban, a case of pulmonary embolism 





Kapsammer, a case of pulmonary embolis 

lhe only fatal one that I am able to find is that of Koff 
due to embolism of the lung. 

f lo summarize: In paraffin, used subcutaneously, the rhit 

plat tne 's -y valuable adiunct. providino that 
21S nas a very Vaiuabie adjunct, prov aqaing tnat 

(1) It is not used in the hot liquid state. 

(2) That it is injected according to Gersuny’s lates 


(3) That too much is not injected at one sittin 

(4) That all instruments, paraffin, and field of operation be 
made thoroughly aseptic. 

(5) That there be enough loose tissue at the site of operatios 
to allow for the artificial tumor 

(6) That in cases of atrophic rhinitis, the disease has not pro- 
gressed too far. 


(7) That paraffin of too high a melting point be not used. 


536 Rose Building. 











SOCIETY PROCEEDINGS. 
NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 


Regular Meeting, February 27, 1907. 


Tuomas J. Harris, M.D., CHAIRMAN. 
PRESENTATION OF CASES. 

Case of Fibroid Tumor of the Laryngo-Pharynx Removed by 
Sub-hyoid Pharyngotomy. By WaALTER F. Cuapreci, M.D. 
This patient was first admitted to my clinic at the Manhattan 
Eye, Ear and Throat Hospital in November, 1906, giving the fol- 
lowing history: Age 51. No specific or family history bearing 
upon the condition. When a girl, had had a short, dry cough ac- 
companied with slight expectoration. Five years ago her breath- 
ing became difficult, particularly at night, and was of such a char- 
acter that her friends and relations thought she must be in great 
agony. Her doctor said she had bronchitis at the first visit, and 
subsequently told her she had a hardening of the vocal cords. This 
condition disappeared in a few days. Three years and a half ago 
a similar attack occurred, which was diagnosed as asthma, and 
from that time until November she persisted in not seeing a doc- 
tor, as she believed that nothing ailed her but asthma which was 
incurable. Two years ago she began choking when eating, and 
would occasionally vomit her meals. Walking fast or climbing 
would exhaust her greatly and produce a whistling character in 
her breathiing. Only eight months ago her sleep began to be 
disturbed by her difficulty in breathing, but during the day she 
would frequently fall asleep in her chair, and this symptom in- 
creased until she would fall asleep in the midst of a conversation. 
During the latter stages of this condition she would apparently 
cease breathing during these naps and when awakened would take 
a number of deep inhalations accompanied by an agonizing wheez- 
ing noise. During this time there had been absolutely no pain, 
other than a headache in the morning. She did complain of dizzi- 

ness and cough. There had been but slight loss of weight. 
EXAMINATION. A large tumor of considerable size was seen 


occupying all of the upper laryngeal space and pressing the epi- 
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glottis closely upon the tongue. The surface was traversed by 
1umerous connected blood vessels, which appeared to convergé to- 
ward a central point on the left. A fair estimate of the dimensions 
of the tumor could be obtained upon probing, and its attachment 
was also determined to be on the left side, with an additional adhe- 
sion on the right. This second attachment rendered the possibil- 
ity of removal by snare impossible, as an effort was made to re- 
move it by this means. The patient was advised to submit to an 
operation for its entire removal, and a preliminary low tracheotomy 
was performed on November 30, 1906, under cocaine infiltration. 

On January 4, 1907, the radical operation of subhyoid pharyn- 
gotomy was performed. The incision was made transversely through 
the skin and soft tissues just below the hyoid bone. The muscles 
directly in the way were severed, and the other tissues were re- 
tracted. The epiglottis was held forward and the growth exposed. 
The tumor was encapsulated and the capsule-pedicle was attached 
to the ary-epiglottic fold and was also adherent to the opposite 
hyoid cartilage —thus demonstrating the futility of removal by 
snare. The growth itself was shelled out of the capsule and the 
pedicle was ligated with silk—because of its vascularity and be- 
cause chromicized catgut might not hold during vomiting—and 
then cut off with scissors. The wound was then closed with three 
‘ows of sutures, with drainage wicks in each angle. 

Rectal alimentation was instituted for some days, at the expira- 
tion of which time the external wound healed and the stitches were 
removed. When the patient was permitted to swallow liquids, two 
small fistulz developed in the wound and were getting larger, when 
the liquids by mouth were stopped and the wound closed imme- 
diately. 

Several incidents occurred in the course of recovery which are 
worthy of note. 

First. The tracheal tube was left out one day for over an hour 
and numerous unsuccesful attempts were made to reintroduce it. 
Finally a smaller tube had to be substituted and the size gradually 
increased to the former size. 

Second. A bad bronchitis and tracheitis occurred. 

Third. The patient’s condition materially deteriorated in a room 
by herself, and she had to be removed to a ward with others 
about her. 

Fourth. One of the silk sutures in the pedicle of the capsule 
remained in place and had to be removed. Chromicized gut would 
probably have been better. 








} 
| 
| 
| 





312 SOCIETY PROCEEDINGS. 


Fifth. The absence of fruit acids in her diet produced scorbu 
tus, which immediately disappeared upon giving orange juice in 
large quantities. 

The tracheal tube was removed about two weeks ago, and sinc« 
the closure of the tracheal wound the patient’s voice has gradually 
been getting stronger, and her breathing is restored to normal. 
The patient can swallow liquids. Solids have not yet been tried, 
as there is still a little thickening around the posterior surface of 
the arytenoids. 

DISCUSSION. 

Dr. MACKENTy said that in removing the tumor the fear of 
hemorrhage induced the operators to tie off the capsule en masse 
with silk, the ligatures being transfixed. It would have been much 
better to have removed the whole capsule, catching ‘such vessels 
as bled. Then the edges should have been united. Nothing but 
absorbable material should have been used. In this way a quicker 
union would have been accomplished. 

Dr. SmitTH said that during the time the patient was taking 
liquid food by a tube passed through the nose into the oesophagus, 
that two fistule formed in the line of the external wound; but im- 
mediately closed upon discontinuing this method of feeding. In 
the opinion of Dr. Chappell, equally rapid closure of the wound 
would have resulted had the external part been permitted to close 
by granulation. 


Congenital Closure of the Choanne. By F. C. Arp, M. D., 
Plainfield, N. J. 

This patient applied for treatment some time ago with a history 
of difficulty in breathing through the nose. Examination showed 
closure of the posterior choannz, which was bilateral, bony and 
complete. Through various devices a narrow opening has been 
secured on the left side, and the patient is now able to blow his 
nose and breathe through it to some extent. The right side has 
not yet been touched, as Dr. Ard wished the Section to see it first. 


Protruding Incisors Remedied by Treatment. By E. A. Bocue, 
M.D. 

This little girl was presented to show the great change which 
can be produced in four months’ time with very little attention on 
the part of the operator. A spreading apparatus was put into oper- 
ation on the little girl’s teeth October 27th last. It has now been 
operating exactly four months. When she first came the prognath- 
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ism of the upper front teeth was so great that by no possibility 
could the lips close over the teeth. Tonight she is not a bad-look- 
ing little girl, and she habitually closes the mouth, and I under- 
stand her to say that she sleeps with her mouth closed. Some 
months hence, when the articulation of the teeth shall have been 
completed, I shall send her to Dr. Berens, who examined her be- 
fore I did anything, that he may report upon the condition of the 
nasal septum and passages. Then models as well as photographs 
will be prepared, so as to present the complete case. 


Tumor of the Epiglottis. By S. W. Tuurner, M.D. 

The patient, a Russian, 59 years old, presented himself for treat- 
ment at the Vanderbilt Clinic with a history of cough, pain and 
sense of fullness in the throat for the last two months. Examina- 
tion revealed a tumor on the lingual face of the right half of the 
looked like a 


t 
‘ 
cyst, but was hard to the touch, and he was brought for the pur- 


epiglottis, about one centimetre in all diameters. I 


pose of diagnosis. There were no glands involved in the pharynx 
or neck. Was it a cyst, fibroma, chondroma or sarcoma? 


DISCUSSION. 


Dr. SIMPSON assumed that it was a question as to whether the 
growth was a cystic or a hard tumor. He had palpated it, which 
could be done very readily, and it was his impression that it was 
quite deep, and it seemed to be a dense tumor. 

Dr. THURBER said he had stated that it was a hard tumor on 
presenting him, but he did not know whether it was an organized 
cyst or some other hard tumor. He would remove it and report 


at a later meeting. 


Primary Lupus of the Larynx. By Emit Mayer, M.D. 

Dr. Mayer said that he wished the Section to hear the voice of 
this patient and note his healthy appearance. This young man had 
applied at Mt. Sinai Hospital a fortnight previously with as little 
history as was possible for a patient to present. He had a very 
slight cough, and had been under the care of his family physician, 
who suspected that there might be some trouble of the throat, and 
a short time after he presented himself at Dr. Mayer’s clinic. The 
upper portion of his epiglottis is swollen to many times its original 
size, ulcerated in the center, but the cords are in perfect condition. 
There is a very slight consolidation in the left apex of the lung. 


The diagnosis of lupus of the larynx was made for the reason that 
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an extensive lesion existed without any symptoms for many months. 
The diagnosis of primary tuberculosis was rejected because of the 
absence of symptoms, its slow duration, and also because of its im- 
provement in a short time, and its possible prognosis. 

With a diagnosis of iupus, the young man has a good chance of 
recovery, at any rate for the present. 


DISCUSSION. 


Dr. MAYER said that Dr. Freudenthal had asked why he did not 
call this a case of primary tuberculosis. There is a very important 
clinical difference. If it were tuberculosis, the patient ought to 
have temperature; there is none. He ought to have a great deal of 
difficulty in deglutition, and the prognosis would be very grave 
indeed. A case of primary tuberculosis of this kind would mean 
that he would probably die within the next three or four months, 
and at the same time the amount of his general debility would be 
great. Instead of this, he is fairly healthy looking, has no pain 
and no temperature, and the prognosis as to his ultimate recovery 
is fairly good. He may die of tuberculosis, but he should live for 
years before doing so. He had had two similar cases, one of whom 
lived for six and the other for eighteen years after a diagnosis of 
primary tuberculosis. Before next month he hoped to have this 
patient many miles away. 

Dr. SIMPSON inquired whether the diagnosis had been made with- 
out a microscope, and Dr. Mayer replied “yes”; he had made the 
diagnosis right away, and had passed the patient around among 
his assistants, as a case of lupus of the larynx. A smear was ex- 
amined and found to contain no tubercle bacilli, but the portion 
excised for examination showed them. 

Dr. FREUDENTHAL said that the question of the diagnosis was 
not clear to him even after the explanation. If such a case which 
showed no lesion of the lung was called lupus, the diagnosis seemed 
peculiar; he himself called such cases tuberculosis. He had seen 
many similar ones with no lesion of the lung; and he had had such 
cases which had been cured for twelve years, but he did not call 
them lupus. They looked to him in every respect like tubercu- 
losis. He had a young man under his care now who has a much 
deeper ulceration on the epiglottis than this case, though it looks 


very much like it. The patient was surprised when the lesion in 


the larynx was discovered, as he knew nothing of it. 
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Dr. MAYER said that all who have studied this question agree 
that there is a distinct difference between a primary lupus of the 
larynx and a primary tuberculosis, and he suggested that Dr. Freu- 
denthal should class such cases as were very slow and insidious 


in their action as primary lupus of the larynx. 


Papilloma of the Larynx. [Ly W. W. Carrer, M.D. 

Dr. Carter said that he presented this case not as being an un- 
usual condition, but as being a very unusual development of a 
common condition. It was the largest papilloma of the larynx that 


he had ever seen, and several men of wide experience had said the 


same thing. The patient was a young woman of 24, and for the 
last five years she has noticed a progressive loss of voice. During 
the last year she has suffered considerably with dyspnoea, at first 
only after exertion, but now constantly. This growth comes from 
the upper portion of the right vocal cord near the anterior com- 
missure, and almost fills the ventricle. It is so large that during 
inspiration it almost excludes the air by its ball-valve action. The 
growth is pedunculated, and one might be tempted to use a snare, 
but there is some danger of its being drawn into the trachea. Prob 


ably the safest manner of removal would be by the forceps 


Nasal Syphilis. By W. FREUDENTHAL, M.D. 

Dr. Freudenthal said that he thought this case would be inter- 
esting in connection with the other cases presented this evening 
The patient is 21 years old and presents this defect on the ala nasi, 
and says he has had it since his second year. It may be hereditary 
or due to some accidental cause. There were no other syphilitic 
‘lad to 


‘ 
~ 


lesions present. Dr. Freudenthal said that he would be 
have suggestions from any of the members present. 
. 


Congenital Occlusion of the Choannz, with Report of Two Cases. 
By Joun E. Mackenty, M.D. ‘ 


DISCUSSION. 


Dr. MAYER said that in order to have the references to the lit- 
erature as accurate as possible, he wished to call attention to the 
fact that Dr. Asch reported a case of double occlusion of the bony 
palate in a young man 25 years of age, some fifteen or sixteen years 
ago, either in the Transactions of the American Laryngological As- 
sociation or in one of the New York journals. It was at a time 
when the electro-trephine was not so well understood as now, and 


Dr. Goodwillie, who knew more about it than most at that time, 
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was called in to help use the trephine in going through the bony 
plate of the patient. That was before the days of cocaine, also. 
Soon after this another patient had been referred to Dr. Mayer by 
a colleague, who was very desirous of having the patient’s bony 
plate punctured. Rhinoscopic examination showed that there was 
some malformation of the base of the skull, and if any attempt 
had been made to go through the plate the brain would probably 
have been entered. Dr. Mayer said that he called attention to this 
as a diagnostic point of interest in connection with the cases shown 
tonight. 

Dr. SWAIN said that, curiously enough, before coming to the 
meeting, he had prepared some remarks which he hoped to make 
after the reading of Dr. Bogue’s paper concerning this question 
of congenital atresia, before receiving the notice of Dr. MacKenty’s 
paper, but he would like to know whether Dr. MacKenty had had 
any trouble in reaching the bony plate, and whether Dr. Ard had 
made any measurements in his case. 

Dr. ArD replied that he had not vet made any measurements, but 
that he intended to do so. 

Dr. SWAIN said that he had two cases which he would measure 
and report later. In a case upon which he is now working he 
experienced great difficulty in getting at the plate. In one of the 
cases which Dr. MacKenty had reported, the inferior turbinate had 
to be removed. He doubted very much whether he could get his 
case completely well without taking away some of the inferior tur- 
binate, which in his case was decidedly overgrown instead of atro- 
phic, as one might have been led to expect a priori. The removal 
of a bony plate had been very much helped by the use of the 
Fetterolf saw or file. 

Dr. Situ said that some five years ago he had seen the first 
case mentioned by Dr. MackKenty, and had thought that one side 
of the nose was occupied by a solid bony core, rather than by a 
plate of bone occluding the post-nasal space. He had seen this 
case again quite recently and was much impressed by the great im- 
provement in the general appearance and facial expression of the 
patient. 

Dr. MacKeEnty said that, in a paper so short, all the ‘reported 
cases could not be given in detail, nor the names of all those re- 
porting cases be mentioned. He had given the number of cases 


and the names of the principal reviewers. In the two cases oper- 


ated he had no trouble removing the bony plates with specially 
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constructed dental drills, although in one case there was a complete 
occlusion to within half an inch of the anterior opening. This was 
due to ecchondroses of the septum and required removal before 
the bony plate could be reached. Here the inferior turbinate was 
not removed, He could not conceive of a case where removal of the 
inferior turbinate would be justifiable. It would be better surgery 
to remove the septum. The consequences of removing the inferior 
turbinate are too well known to rhinologists to require mention. 


The Relation of the Dental Arches to Pathologic Affections of the 
Nasc-Pharynx and Adjacent Parts. By E. A. Bocue, M.D. 
(To be published in full in a subsequent issue of TH LARYNGO 
SCOPE.) 


DISCUSSION. 


Dr. SwAINn said that he could not too strongly endorse the re- 
marks of the Chairman in commenting on the advantages of the 
mutual discussion of questions in which the work of others bears 
upon our own, and that Dr. Bogue’s paper was a valuable illustra- 
tion of this. Before coming to the meeting he had read Dr. Bogue’s 
paper and had had some time to think it over, and what particu- 
larly impressed him was the fact that there has always been a 
weak spot in the reasoning as to why the palate over-arches. Some- 
thing has seemed lacking all the time, but he believed that Dr. 
Bogue had supplied this missing link in his emphasis upon the 
position of the tongue. And, while upon this point, he hoped that 
from now on every member present would protest against the pic- 
tures in our text-books where vertical sections of the head are 
given with the tongue lying far removed from the roof of the 
mouth, so that if the picture were enlarged to life-size the distance 
between would amount to nearly an inch. This is perfectly absurd, 
for they should be shown as in contact. If we would not only bear 
this in mind, but think of the power of the tongue against the roof 
of the mouth, we would better appreciate its influence in broaden- 
ing and widening the palate. 

The first time it occurred to him that the established opinion in 
regard to the growth and development of the palate was not cor- 
rect was in seeing three or four children, with whom he was well 
acquainted, having the mouth arch before they had heen guilty of 
adenoids or of a short period of mouth breathing. In talking over 
this matter with Dr. Jonathan Wright, he suggested that it might 
be well to study the mouths of the skulls of a non-adenoid race as 


compared with Europeans, who have, as we know from the evi- 
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dence of pictures, suffered with adenoids for centuries. If aden- 
oids are so potential in palate over-arching, we who have had them 
for centuries should have a higher arch than the races who have 
never had them. 

The measurements of Hawaiian skulls showed that their arches 
differed but little from our own index. While doing this meas- 
uring, there came into his office one day a Yale student, the de- 
scendant of an original Hawaiian, and he could not refrain from 
commenting on his beautiful arch, saying at the same time that he 
had seen many such in the museum. The man then suggested that 
the method of treating the young babies in the Sandwich Islands 
might have some influence in the matter. When the infants there 
have a coryza or a bad rhinitis, the mucus is removed by applying 
the lips to the nostrils and sucking it out. This duty was usually 
performed by the grandmother, and certainly demonstrates that 
those in the Sandwich Islands, as elsewhere, are ever a self-sacri 
ficing class. 

Dr. Swain said that it then occurred to him to note what hap 
pened to the septum nasi when other influences than adenoids al- 
tered the shape of the palate. This lead to the study of the Flat- 
head Indians, and it was found that the binding of the head. did 
broaden the arch and diminish its actual height. The actual dis 
tance from hard palate to base of skull also was shortened, leading 
to the question of how the septum behaved under these condi 
tions. Observations in this direction showed that it did accommo- 
date itself. They had no more frequent bends from above down 
wards than other races. The Flathead septum accommodated itself 
to circumstances. Why may not the European skull do the same? 
li may in time. . 

The next question studied was whether the presence of adenoids 
in the child always produces a raising of the arch and bending of 
the septum, and the observations brought out the fact that it does 
so frequently, but not always. It is possible to have well-developed 
adenoids in a person with a broad arch and have it but slightly 
narrowed by them. If a child is about to develop a narrow and 
high arch, this change will be very much greater if adenoids per- 
sist long in the naso-pharynx. A raised arch always means more 
or less bend to the septum, as it hardens the last of the nasal bones. 

Then Dr. Bogue’s theory meets the case of those who have a 
greater nose and a broad breathing space. There would not be 


much obstruction in such a case. The tongue is held up against 
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the roof of the mouth and the arch is preserved. Dr. Swain said 
that he had supposed that the preservation of the dental arch had 
much to do with whether the child kept a normal palate arch; that 
if the dental arch, or horizontal arch, was preserved, the arching 
would not be so great, and the vertical arch would be kept as it 
should be. 

With reference to the experiments of artificially shutting up of 
one nostril in animals, Dr. Swain said that he did not believe that 
they represented conditions in the human economy. In observing 
a recent case of congenital atresia he had reached just the opposite 
conclusion, namely, that it has but little effect upon the actual 
shape. Dr. Coolidge, of Boston, relates similar observations in 
congenital atresia. In this instance of Dr. Swain’s, one side has 
been stopped up since birth, and that side is larger and broader 
than the other, has the larger turbinates and the greater air space. 
The child is now 10 years old and has a very perfect dental arch 
with only slightly heightened palate arch. 

Another point upon which Dr. Bogue’s paper shows the im- 
portance of other side lights upon our work is the fact that the 
ortho-dontist-does produce results. He not only makes a beauti- 
ful scientific conception of what ought to be done, but he does it. 
He broadens the arch, brings the teeth into line, increases the nasal 
space, and gives the teeth a chance to grow. Dr. Swain concluded 
by saying that he hoped the combined work of the rhinologist and 
the ortho-dontist would have something to do with producing a 
better race who would breathe through the nose. 

Gro. H. Wricut, D.M.D., Boston, in discussing Dr. Bogue’s valu- 
able paper, “The Relation of the Dental Arch to Pathologic Affec- 
tions of the Naso-Pharynx and Adjacent Parts’, said: I beg to offer 
as a supplement to that paper some hitherto unrecognized factors 
which induce those pathological affections referred to. This is given 
through the courtesy of Messrs. P. Blakiston’s Son & Co., 'Pub- 
lishers, and Professor C. N. Johnson, editor of a new book on 
“Operative Dentistry,” now in process of publication, for whom I 
am writing the chapter on “Oral Hygiene” and of which this is 
a part. 

Long before the malocclusion of the teeth and contracted dental 
arches, there are physiological processes in the development and 
eruption of the teeth that lay the foundation for subsequent mal- 
formations whenever there is a modification or interference with 
the normal physiological process. 
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Why do teeth erupt? In our endeavor to answer this question, 
we shall lay especial emphasis upon certain factors, as pulsation of 
force from blood pressure, that impels and moves the tooth onward 
out of its crypt and through the gum tissue. Any interference 
in this process, induced by unnatural external causes, may so mod- 
ify the direction of the eruption of these teeth as to cause not only 
reflex disturbances of digestion, with many other manifestations 
of pathological diseases, but may so modify the superstructure of 
the superior maxilla as to cause decided malformations in all the 
facial bones, including the floor of the nasal fossa; the nasal sep- 
tum and the antra; and may induce abnormal growths, thickenings 
of mucous membrane, such as adenoids and other obstructions that 
disturb normal functioning. 

Frequently the physician called to attend a child who is dis- 
turbed in the process of teething, so-called, will indiscriminately 
lance the gum, a fibrous tissue immediately over the erupting crown, 
and in that manner seek to give the child relief. He may succeed 
temporarily, but frequently the tooth is not sufficiently developed. 
It is then held below the gum for an abnormal length of time, and 
longer in most instances than if the gum had not been lanced, and 
the cicatrix heals rapidly and histologically will exhibit a denser 
fibrous mass, considerably matted, and very resistant, and very 
difficult for the erupting tooth to cut through. The immediate re- 
sult of this retarded eruption may be observed in a decided deflec 
tion of the lines of growth, not only of the alveolar periosteum, but 
also of the adjacent bones. In the region of the intermaxillary 
bones, where the central incisors have been held for an abnormal 
length of time, the rest of the structure immediately above will 
suffer a corresponding retarded elongation. This may be observed 
in a later bending, or buckling, of the nasal septum, thereby clos- 
ing on one side the nasal fossa, and on the other exhibiting a very 
wide opening. 

These deformities have their origin, during the period of and 
particularly after the eruption of the first teeth; later the arch of 
the teeth, or substructure of the superior maxilla, loses some of its 
units of strength in supporting this structure, because the points 
of contact of the temporary teeth are unequal. Undue pressure is 
brought to bear at isolated points in the closing of the mouth, with 
the reflex result that there will be distortion in the structure above. 


The permanent teeth, which are developing immediately following 
the temporary teeth, continue this tendency to deformity, and the 
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process may go on up to 12 years of age. In the meantime some 
enthusiast for early extraction may further complicate this defor- 
mity by the removal of some of these teeth malplaced, and at this 
point we find one of our greatest complications, as it leads to an 
abnormal, unhygienic condition of the mouth. Triangular spaces 
are formed into which are lodged accumulations of detritus difficult 
to remove, and in consequence there follows in its train most of 
the destruction of the teeth through caries, impaired digestion and 
imperfect respiration. 

We know that the crown of enamel, with its interlining of den- 
tine, is formed first, and subsequently the dentine thickens and 
elongates; then it becomes covered with cementum and ultimate 
the root or fang is developed with its covering of peridental mem- 
brane. But this completed growth is not a necessity for the erup- 
tion of the tooth, because we find upon dissection of the jaws, from 
6 months up to 6 years, that the teeth erupt frequently without a 
vestige of a root, and, consequently, the disturbances within the 
oral cavity, and reflected in impaired digestion of the child—to be 
described in detail later—are not “due to the elongation of the root 
and consequent pressure upon the developing jaw,” but to some 


if 


other cause. Nor can we find histologically the so-called absorp 
tive organ between the gum and crown. In this region we find 
many osteoclasts which undoubtedly are the active agents in ab- 


sorption, but no distinct organ. 

The erupting tooth of a child slowly develops to the surface after 
absorption of the alveolar periosteal crypt immediately above the 
crown, and ultimately cuts its way through a fibrous mass of gum 
tissue. It is hastily assumed that all possible disturbance with that 
particular tooth has ended, but observation wtll show that the 
tooth is not firmly embraced and it may disappear below the gum 
into its crypt, leaving a small orifice capable of lodging decompos- 
ing food and myriads of bacteria. 

If our observations regarding the blood pressure preceding and 
after the eruption of the tooth are correct, it is safe to assume 
that blood pressure has been a potent factor in the primary process 
of eruption, long before it has reached the surface through absorp- 
tion of the walls of its bony crypt. If, during this early process 
before the appearance of the tooth, or the congestion of the fibrous 
gum, there should be from any cause whatever an undue localized 
tension, then the disturbances noted in the young child may be 
accounted for, although there may be no external evidence of the 
teeth. 
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There may be a feverish restlessness, periods of excessive saliva 
tion, desire of the child to bite its fingers, and rub its eyes and nose. 
There may be bright red areas in the region of the parotid and 
sublingual glands externally; possible rise in temperature with fret- 
fulness and nervous irritability, and reflex disturbances of digestion 
with frequent ejections of its food. The mucous membrane of th 
mouth, under these circumstances, may exhibit a hot and dry sur 
face that lasts for a few hours, to be followed by salivation. 

The etiology of these disturbances, in the majority of cases, may 
be referred to improper feeding, as indifferent formula for arti 
ficial foods, too much food, uncleanliness or indiscriminate feeding. 

It must be borne in mind that there is a tremendous structural 
upbuilding during the period of eruption of the teeth. Nature is 
elaborating forty-eight teeth, whose growth and position subordi- 
nate and determine the form and size of the facial bones, the nasal 
septum, the floor of the nasal fossz, elongation of the antra, etc. 

Frequently a child from 4 to 6 years will either, through an acci- 
dent lose the central temporary incisors, or loosen them by the 
habit of prying a pencil between the teeth, and soon they are re- 
moved by the child, parent, or dentist. At this period in. the de- 
velopment of the permanent central incisors immediately following 
the temporary incisors, we find only the broad crown of the enamel 
and no roots, and the crown situated high up in the intermaxillary 
pré CESS. 

The too early extraction of the temporary incisors in the supe- 
tior maxilla, from whatever cause, may induce malformations in 
the floor of the nasal fossze and adjacent structures, because the 
permanent central incisors are held by a new deposition of alveolar 
bone and a denser fibrous mass of gum tissue, and finally lack of 
power through the vascular pulp of the tooth that would normally 
impel it onward and downward; because being held in place the 
dentine thickens; the roots elongate, and the apical region of the 
tooth becomes more constricted, thereby closing what was formerly 
a wide area of pulsating vascular tissue which was the primary 
impelling force. 

All the structures immediately adjacent to the teeth and jaws 
during the early years of development are susceptible of every move- 
ment and direction. This fact being recognized, we should the 
more readily appreciate the wisdom of leading the temporary teeth 
into harmonious relations as indicated by Dr. Bogue, and in so 


doing avoid the possible necessity for the later regulation of the 
permanent teeth. 
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| thank you, Mr. Chairman and gentlemen, for the courtesy, 


will conclude by presenting a few slides which are photographs 

ken of dissected skulls showing the actual status of the teeth and 

their roots in relation to the maxille from birth to the adult; also 

some injected vascular pulps showing the enormous blood areas 

ithin the newly developed tooth that provides the force to impel 
its eruption 

Dr. NEWTON said that he presumed Dr. Bogue had asked him to 
take part in this discussion because the little girl who had been 
presented in this discussion was a patient of his. He had found 
her going about with very prominent and unsightly incisor teeth 
ind had asked the family what they were doing for her. They 
replied that they had taken her to a dentist, who proposed to ex- 
tract the teeth. Dr. Newton then persuaded them to send the child 
to Dr. Bogue. Under his treatment she was so improved in a 
couple of months that Dr. Newton did not recognize her when he 
saw her in the sreet. Her teeth originally stood out like the cow- 
catcher of a locomotive, and had been the first thing one would 
notice as soon as the child came in sight. 

There were many things that he would like to speak of in re- 
gard to the development of the teeth and the hygiene of the mouth, 
but there was not time. He thought, however, that we are too 
much inclined to attribute our remediable defects and pecularities 

the Almighty. When we have irregular arches and protruding 
teeth, we give names to these conditions and talk about V-shaped 
arches and saddle-shaped arches, etc. Dr. Bogue is going to rem 
edy all this when he broadens and regulates such arches, and we 
hope that this will help us to do away with our idiots. Dr. Edouard 
Seguin showed the way to lighten the clouds which surround these 
unfortunates, and by developing their bodies he developed their 
brains. Dr. Bogue is working in the same direction. It will un 
questionably have a beneficial effect upon brain development when 
we get better dentition, and a better dental arch for the average 
man will give better citizens and better all-around men 

Dr. Newton had been much struck by what had been said of 
the rarity of adenoids in tropical climates and their comparative 
infrequency in the Hawaiian Islands. He supposed that this may 
be mainly due to the fact that in tropical countries the inhabitants 
get purer air at night in their dwellings. In Greenland the air 
breathed by the natives is bad. ‘There is little or no ventilation 


and the air in their huts is contaminated by the fumes of burning 
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oil and so on. He had little doubt but that the adenoids of the 
New England children are partly due to the fact that all good air 
was sedulously kept out of the bed-chambers. In the old houses 
of fifty years ago the air was very bad. The oid habit of sleeping 
with the windows battened down was a principal cause of con- 
sumption in our New England ancestors, and in the same way 
want of pure air at night causes adenoids and consumption in 
Greenland and among the Esquimaux. 

It has been claimed that the prevalence of adenoids is largely in 
fluenced by the food habits, and, while the question cannot be de 
cided offhand, there seems to be little doubt that the superheated 
dry air of our dwellings is an important factor in their causation. 

We know that every man carries microbes around with him 
which may become active at any time, and this activity may be 
aggravated by decayed teeth. In Brookline, Mass., where they have 
a very good system of inspection of school children, out of 700 chil- 


2 { 


dren examined, only 23 per cent. had good teeth, 25 per cent. had 
fair teeth, and 50 per cent. had carious teeth. In Andover, Mass., 
the school children’s teeth were examined and compared with their 
weights. The children were divided into groups from 5 to 14 years 
of age, making twenty groups in all, and the boys and girls were 
considered separately. In fifteen of these groups the children with 
good teeth surpassed in weight those with poor teeth by an aver 
age of 2.7 pounds per child. This agrees with the results ob 
tained by hygienic studies in the Chicago schools, where the chil- 
dren’s standing in their classes improved in direct proportion 
their weights, the stronger and heavier children surpassing in schol 
arship the weaker and lighter ones. 

Dr. Newton said we cannot overestimate the value of a study of 
the anatomy and physiology of the process of dentition such as Dr 
}ogue has undertaken. Thousands of ills seen and unseen come 
from poor teeth, misshapen jaws and inadequate breathing facili- 
ties. Personally he felt that Dr. Bogue has put the medical pro 
fession under a deep obligation by his simple and lucid demonstra- 
tion of a method for correcting the innumerable dental irregularities 
of our children. 

Dr. Simpson asked that Dr. Bogue, in closing the discussion, 
would bring out more fully the subject of broadening the dental 
arch. Will that necessarily relieve the deformity of the septum, 
and in the subsequent growth of the face will the septum remain 
comparatively straight. 
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Dr. BoGuE replied that he understood Dr. Simpson to ask whether 


the broadening of the dental arch will necessarily result in the 


straightening of the septum. He thought it would if the broadening 
were done sufficiently early. ne does not, however, dare to be 
dogmatic at this stage of the work, for this result has only been 
noticed a little over five vears and normal articulation a little over 
25 years, and the relation existing between them has hardly been 
sufficiently investigated. It has only been studied for six or seven 
vears, and five years ago he himself knew nothing about it. Since 
then he feels he has learned a little. Dr. Swain had brought out 
some very important points in his discussion of the aper. What 
he calls “the missing link,” namely, the tongue, has not been 
looked upon as a very mighty influence in the direction of forming 
the dental arch, and yet the speaker feels convinced that the en 
phasis put upon it in the paper is not too great. Dr. Pedley of 
Rangoon, Burmah, read a paper before the British Medical ass 
ciation in 1905, in which he described 19 cases occurring in his 
own practice where, according to him, great deformity of the su 
perior maxillary was caused by bottle feeding. Dr. Pedley ignored 
the influence of the tongue and ascribes to the rubber tit the progna 
thism that resulted. Insufflation is one of the influences and thi 


lragging of the muscles, which have often been commented upon, 


( 
and doubtless others. 

Dr. Swain also inquired whether the preservation of the first 
teeth until the eruption of the second teeth has much to do with the 
preservation of the arch. It certainly has, and there can be no 
accurate articulation of the upper and lower teeth unless the entir 
number be present, and unless all of the temporary teeth are pre 
served there will not be sufficient room for the permanent teeth to 
erupt in. Dr. Bogue said that he was glad this question had been 
brought up, for both parents and dentists pay far too little atten- 
tion to the preservation and health of the first or deciduous teeth. 
Unless these are preserved until their roots have been entirely ab 
sorbed the child is almost sure to have irregular permanent teeth, 
and if they are irregular then a series of evils follows. The ques- 
tion has been brought up as to whether all our teeth wear down 
as we grow older and become ill-fitted for grinding or trituration. 
It has been shown very conclusively, though perhaps not in any 
text-book, that an absolutely normal arrangement of the perma- 
nent teeth will result in a continuation of the triturating power to 


the last, though it be three score years and ten, and another ten 
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added to that, for the reason that the hinge of the jaw from the 
glenoid fossa to the symphysis of the chin forms such a curious 
contrivance that when the articulation of the teeth is complete the 
wear is uniform, and owing to this the teeth remain sharp to the 
end of life; but let never so little malarticulation occur, from what- 
ever cause, the wear becomes one-sided, the cusps wear off, and 
there is a malapproximation of the teeth which causes the jaw to 
come forward; then comes wear upon the incisors, which causes the 
condition that we hear called “double teeth all around,” which sim- 
ply means teeth worn down. This point is a little off the line of 
discussion, but is very cognate to it. Dr. Swain had spoken of the 
orthodontists getting teeth into line, but an important point neg- 
lected by many of them is the procurement of accurate occlusion, 
which requires the entire set of all the teeth to make an absolutely 
normal closure. 


Two Cases of Fracture of the Larynx. Dr. MICHEL. Rev. med. 
de | Est., Jan. 15, 1906, No. 2. 

Michel reports two cases of fracture of the larynx following trau 
matism of the neck. The first patient, who had an incomplete frac- 
ture of the thyroid cartilage, was completely cured. The second, 
however, to prevent asphyxiation, had to be tracheotomized and 
retained in consequence some hoarseness of the voice and also 
some difficulty in respiration. The patient, however, refused sur 
gical intervention for the relief of this condition. Michel advises 


that in such cases thyrotomy ought to be done to re-establish per- 


fect coaptation of the fragrhents. SCHEPPEGRELL. 














CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 
Regular Meeting, February 19, 1907. 
J. Honincer, M.D., President. 


PRESENTATION OF CASES AND INSTRUMENTS. 


Case of Closed Ethmoid Sinusitis. By H. Kaun, M.D., and 
MortiMER Frank, M.D. (70 be published in full in a subse 


guent tssue of THE LARYNGOSCOPE.) 


Case of Necrosis of Lachrymal Duct. By \V.L. BALLENGER, M.D. 


The patient, a girl eleven years old, had scarlet fever seven years 


ago, and following this suffered from sinusitis. One year ago there 
appeared a bulging of the side of her nose, and again last winter. 
[ operated two months ago, and found a large area of necrosis in 
the region of the lacrimal duct, and including the anterior and 
posterior ethmoidal cells. It was removed and the anterior and 
posterior ethmoidal cells were exenterated, and the middle turbinal 
removed. Granulation tissue was removed from the sphenoidal 
sinus. The other side was operated on in the same manner, but in 
tranasally. The skiagraph showed great density through the eth 
moidal region, on both sides, and absence of both frontal sinuses 
probably because of her youth. There is still some discharge from 
the right side. 
Case I. Bronchial Asthma due to Sinusitis. 
Case II]. Tubercular Ulcer in Connection with a Dehiscence of 
Nasal Bones and Frontal Bone. By J. HoLtincer, M.D. 

CasE 1. Mrs. M., age 20, suffered from asthma since her fifth 
vear. At her first examination she showed the typical picture of 
bronchial asthma which I do not need to describe here. There was 
a considerable amount of pus in both nostrils, more, though, in the 
left middle duct. A systematical rinsing by means of Sielenmann’s 
canula of one cavity after another revealed ill smelling pus in a 
cavity which was reached by inserting the canula laterally and 
about one centimeter behind the anterior end of the middle turbinal. 
The asthma improved and did not bother her throughout the fall 
and the first half of the winter. 

In the middle of January it appeared again, and we decided to 
operate radically. On entering above the median end of the. left 
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eyebrow, a large sinus was uncovered, reaching from beyond the 
right incissura supraorbitalis to beyond the left one, and opened 
into the right nostril. No pus, but thickened lining was found. On 


removing the floor of this sinus foul smelling crumbs of pus wer« 


‘> 
noticed. They were removed together with the polypoid degen- 
erated lining from a flat deep cavity in the roof of the orbit. Both 
cavities were drained into the left nostril. The patient made an 
uneventful recovery, and today, two weeks after the operation, you 
can barely notice the scar. No trace of asthma has shown since, 
and she feels stronger. 

CasE 11. An ulcer the size of a penny with undermined margins 
is located in the skin above the inner corner of the left eve. The 
root of the nose is swollen and upon pressure on the swelling and 
on the ulcer a drop of pus appears at a birth-mark which is located 
near the lower end of the nasal bones in the middle line. It looks 
like an enlarged hair follicle. At the operation, the skin was found 
undermined in ail directions from the birth-mark. The ulcer was 
connected with the fistula. The fistula led to a cleft of about one 
half a centimeter in width between the nasal process of the frontal 
bone and the nasal bones. Nowhere could raw bone be felt nor 
could any communication of the cleft with the surrounding sinuses 
or the nose be discovered. The wound was curetted and closed. It 
healed nearly throughout by primary union. 

The question of interest is that of etiolgy. A tubercular ulcer 
in connection with a congenital fistula, even the fact that the ulcer 
developed more than an inch from the opening of the fistula, has 
been repeatedly described. But the cleft in the bone was certainly 
not of a tubercular nature because there was no raw bone in the 
cleft, no granulations, the lining of the cleft was periosteum. The 
cleft was not filled with connective tissue. It could not be a scar 
of a former injury. The only explanation is that of a congenital 
malformation. As such it can not be compared with cleft palate, 
which is due to a defect in development along the lines of embryonal 
clefts, for the simple reason that there are no embryonal clefts in 
this region. The nose develops as a median protrusion of the fore- 
head. The patient has her own explanation of the birth-mark, which 
was given to her by her mother. She says that her mother saw a 
man with a broken nose at an early period of her pregnancy with 
her. 

The question of the effect of maternal impressions upon the child 


is a difficult one.. The present case seems to confirm the possibility 
of such influences. 
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Four Mastoid Cases. [By Norvar, H. Pierce, M.D. (70 be pub 
lished in full in a subsequent issue of THt LARYNGOSCOPE.) 


An External Splint for Lateral Deviations of the Nose. By 
ALBerT H. Anprews, M.D. 

The splint exhibited consists of a piece of sheet aluminum about 
six inches long and one-half inch wide at one end and one inch 
wide at the other. It is so bent as to make a bearing with the 
narrow end on the convex side of the nose, while the broad end is 
applied to the opposite side of the face on back of the malar bone. 
The bearing surfaces are roughened with tooth-like projections for 
catching into the collodion dressing to be first applied to the skin. 
The splint is shaped to fit the face in each individual case. The 
cases in which I have found this splint useful are those of acci- 
dental fracture of the nasal bones, with a tendency towards devia- 
tion, and cases of congenital or acquired deviation in which an 
effort is made to correct the deformity. In the latter class the 
nasal bones are first fractured with a mallet and block of wood. 
It has been my practice to fracture the concave side of the nose 
first, and then the convex side. After placing the nose in the 
median line, or a little to the opposite side from the former de- 
flection, the splint is applied and held in position by cotton and 
collodion. <A layer of cotton is pasted to the skin with collodion at 
the points where the bearings are to be. Then the splint is placed 
in position and held by another layer of cotton and collodion applied 
to the outer surface of the splint, and extending well over its mar 
gins. The splint is thus held firmly in position with no tendency 
to loosen from the cotton, or for the cotton to loosen from the 
skin. 

When the pressure required is slight, the splint may remain six 
or eight days without changing. But I have found it better to 
change more frequently—usually every second day. When the 
splint has remained too long in position without changing, some 
irritation of the skin has been noticed. When this occurs the shape 
can be so changed as to make pressure on a slightly different place. 
The use of the splint should usually be continued from eight to six 
teen days, cases of accidental fracture requiring the least time. 
Vhen it is desirable for the patient to wear the splint about his 
daily work, appearances may be improved by covering the exposed 
metal with surgeon’s plaster. 


} 


The points of special importance aré: First, that the bones shall be 


well loosened, and that the nose remain in proper position when 
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so placed with the fingers. Second, that the splint be properly 
shaped to the face and pressure evenly distributed. Third, that its 
use be continued sufficiently long for the fractured bones to be- 
come firmly attached in their new position. 


Demonstration of Dr. Sidney Yankauer’s New Method of Opera- 
ting on Turbinal Hypertrophies. By Herman Sroitre, M.D 
Milwaukee. 

Dr. Stolte described and demonstrated Dr. Yankauer’s new 
method of resection of the hypertrophic parts of the lower and 
middle turbinated bodies, followed by a complete intranasal suture 
of the wound edges, from the posterior extremities up to the an 
terior border, in order to secure primary union of the wound. The 
new method was demonstrated by the inventor, Dr. Yankauer, on 
the 22nd of January, before the Academy of Medicine in New 
York, but was not to be published in Tur LArRyNcoscore until the 
middle of March. The ingenuity of the method, representing a real 
progress in surgery on the one hand and the difficulty of the tech- 
nic on the other, fully appreciated by Dr. Stolte when the method 
was privately demonstrated to him by Dr. Yankauer on the 17th of 
January, evoked in Dr. Stolte the wish to communicate this new 
method as soon as possible to the Chicago rhinologists by a personal 
demonstration, especially of the ‘intranasal suture and the use of 
Yr. 


the instruments in order to make the later publication of 
Yankauer’s article in THE LARYNGOosCOPE* more comprehensible 
and thus to awake the desire to try the operation as soon as pos 
sible, so that the newly gained experience of others would help to 
improve the technic by individual suggestions. Dr. Stolte had tried 
the operation in two cases and came to the following conclusions: 

‘The operation is possible only in cases in which the swell body 
of the lower turbinated body forms the chief part of the obstruc- 
tion, to be judged of after the use of adrenalin application. In cases 
in which the hypertrophic and enlarged bony frame of the turbinat 
is resting against septum and floor the operation is scarcely possible. 
Only a full response to adrenalin, giving a consequent free operat- 
ing field, enables us to operate. A constant and free oozing makes 
the execution of the intranasal suture impossible. 

The instruments so far known for the execution of the first step 
of the operation, and especially for the subperiostial or submucous 
resection of parts of the bone, are too clumsy and need technical 


improvement in order to shorten the operation. In the meantime 


THe LaryncGoscopr, No.1], Vol. xvii, page 105 
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Dr. Yankauer devised a very suitable, slender scissors which is so 
delicately built that it does not obstruct the view, but on the other 
hand possesses the very strong joint of Myles scissors, enabling 
us quite easily to cut off the soft tissues and bone. In order to 
detach the well body from the bone, Freer’s straight and curved 
septal elevators proved also to be very useful. 

The operation carried out in suitable cases represents a great 
progress in nasal surgery, as resulting in primary union within 
iree or five days, it does away with all the numerous annoyances 
and drawbacks (secondary hemorrhage, infection, suppuration, 
granulating wound surface, very prolonged healing process re- 
sulting in the formation of cicatricial tissue in place of normal 
mucous membrance) of the older methods, which appear in reality 
crude and primitive in comparison with the precise, exact and scien- 
tific new method, being strictly in accordance with the best prin- 


ciples of modern surgical technic. 


Case of Oto-Sclerosis. [sy Gro. E. Suameaucu, M.D. To be 
published in full in a subsequent issue of THe LARYNGOSCOPE.) 


Case of Deformity of Nose from Sequestrum. [}y J.C. Beck M.D 


he patient has a pronounced deformity of the nose, which is said 
to have followed a blow. The internal examination of the nose is 
negative. The patient was under anti-luetic treatment for five 


months, without result. The skiagraph shows below the nasal bones 


four distinct nodules. The growth has developed rapidly in the 
past two weeks. A tentative diagnosis of sequestrum was mad 


New Antral Chisels. By ArtHuR M. Corwin, M.D. (702 be pub 
lished in full in a subsequent issue of THE LARYNGOSCOPE.) 


COMBINED DISCUSSION 

Dr. Wintiam L. BALLENGER: The Heath operation referred to 
by Dr. Pierce is based on good principles, but what the result will 
be can only be shown by experience. Heath reports ten cases in 
which marked improvement in hearing occurred, and with closure 
of the drumhead in seven. Heath claims it to be a substitute for 
the radical mastoid operation. The principle of the operation is to 
avoid destroying hearing, in fact, to preserve it. Heath claims the 
results are equally good in cases of thirty years’ standing, and in 
cases of thirty days’ standing. I have operated five times by this 


method, but am not ready to report the results. 
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| wish to speak of some instruments that Heath devised for clear 
ing out the middle ear cavity by blowing, both during and after 
the operation. The canulas are so shaped that they are readily in 
troduced into the aditus and antrum. Air pressure is then applied 
and the secretions and debris blown out through the perforation in 
the ear drum. I have three sizes for each ear. They are intro 
duced through the posterior meatal opening down to the annulus, 
and then turned forward into the aditus. Either air or fluid may 
be forced through the canula. In this way the secretions and debris 
are forced out through the perforation in the ear drum. Heath is 
of the opinion that the Eustachian tube is sufficient to drain secre- 
tions from the middle ear, but is inadequate to drain the middle ear, 
antrum and mastoid cells in combination. So he leaves a meatal 
opening in the posterior wall of the meatus through which he drains 
the mastoid cells, and the antrum, leaving the Eustachian tube to 
drain the middle ear. 

Contrary to what Dr.’Andrews recommended, Heath claims it 
is better to leave the ossicles alone, even when they are much de- 
stroyed, because by loosening them we disturb the fixation of the 
stapes in the oval window, and thus hearing is impaired. 

Dr. Allport has devised some very ingenious instruments, and 
in doing my last Heath operation I discovered that his retractor 
is very useful to expose the drumhead to view, though the instru- 
ment is too heavy. So I have had an instrument made which is 


an adaptation of Todd’s tendon tucker. It is very useful in this 


operation. It might also be used to expose the middle ear in a 
radical mastoid operation. I call it the meatal retractor, as it is 
used to spread the meatal flaps apart. As to Dr. Corwin’s paper, 
[ think that his instruments are good. A year ago Dr. Vail ex- 


hibited an instrument for the same purpose as Dr. Corwin’s. His 
instrument consists of a saw made of a section of a tube. Dr. Vail 
was the first to introduce the same for making the lateral window. 
It is a splendid instrument. It cuts out an elliptical-shaped piece 
very quickly, and of sufficient size to thoroughly drain the antrum, 
and leaves a nice, smooth-cut surface. 

Dr. HENRY GrapLE: Dr. Stolte’s description of the new opera- 
tion for turbinectomy gives me an excuse to show an instrument 
which | devised for the partial removal of the inferior turbinal. It is 
a trephine working in a guard, which consists of a cylinder of brass, 


and from which one-half of the periphery is removed. | 


exhibited 
the instrument recently at a meeting of the Chicago Medical So- 
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ciety. It cuts smoothly and removes the exact amount of tissu 


desired. With it the operation requires but a few seconds of tim 

Dr. Orto T. Freer: The first description in this society of th 
operation of the removal of the greater part of the nasal wall of the 
maxillary antrum for empyema was made by me in 1905, and my 
recommendation of this procedure met with much opposition at that 
time. It is a pleasure to note that this opposition has not only 
disappeared in this association but that in gatherings of an inter 
national nature, such as that of the British Medical Association at 


1; 
| 


Toronto, the operation through the nasal wall has found such dis 
tinguished advocates as Dr. C. G. Coakley and Dr. G. L. Richards 

The method which I described in my first communication was 
that of the resection of the anterior two-thirds of the inferior tur 
binated body followed by the removal of the anterior two-thirds of 


the nasal wall of the antrum in the lower and middle meatuses by 


means of the straight trephine and bur driven by a strong, hig! 
speed dental engine. I have practiced this method with the great 
est satisfaction ever since my first description, and I am surprised 
that it has been so little adopted by others, and that it is thought 
necessary to seek for other implements, such as forceps and chisels, 
when the dental engine, bur and trephine have in my hands proven 
so peculiarly fitted for the work. 

Curettement I have never found necessary, although all of my 
cases were chronic ones, for the suppuration from the antrum al 
Ways ceased promptly as soon as the large opening for drainag« 
and ventilation was established. The only implement in addition 


» trin off po! 


to the trephine and bur needed is a punch forceps t 


tions of mucous membrane left after the bone has been cut awa 


\ full description of my method may be found in the Chic: 


Vedical Record for 1905, and TnHr LAaryNcoscorr for the sam 
year. 

Walter A. Wells, in a recent most complete and admirable article 
on maxillary sinus suppuration, (LARYNGoscoPpE, Dec. 1906) objects 
to the trephine “as difficult to manipulate in the narrow nasaf cavity, 
because held at an angle at which it must be, it tends to slide along 
the wall and thus injure the surrounding structures, or having pen 


) 
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trated the cavity, to strike upon the posterior wall and injure tl 
internal maxillary artery or possibly the second division of the fifth 
nerve.” Practical experience teaches me that these objections are 
merely theoretical. After the removal of the anterior two-thirds 


of the lower turbinal, the trephine may be most accurately applied, 
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with the aid of sight, to the nasal wall. I have not found that it 
has the least tendency to slip, as its teeth are-held by mucous 
membrane. The fact that but slight pressure is required to make 
it penetrate, its advance being due to its high speed rotation, pre 
vents any danger of its punching suddenly through and injuring 
the posterior wall, an accident much more likely to happen when 
the trocar or chisel are plunged through the nasal wall. It is possi- 
ble, by forcing the cartilaginous nose well over, to apply the tre- 
phine at only a moderately acute angle to the nasal wall and to 
bring its cutting edge as far forward as need be. 

So painlessly and easily does the trephine penetrate even a thick 
bony antral wall in the lower meatus that I now employ it for 
diagnosis instead of the trocar in this region. In several instances 
I have failed to pierce unusually thick bony walls in the inferior 
meatus even with a strong Krause trocar and the splintering pene 
tration of this instrument, creating a fissured stellate fracture, al- 
Ways in my experience caused a great deal of pain. At present 
[ pass as large a trephine as I can under the intact lower turbinate, 
bring its cutting edge well forward by pressing over the carti- 
laginous nose, and I have always found the patient surprised at 
the ease and painlessness with which his antrum has been entered. 
\ Eustachian catheter is then passed in through the opening made 


] 


and the antrum washed out, the fluid welling up from its lowest 
part and thus stirring up and forcing out of the natural opening all 
thick, cheesy pus that may have settled to the bottom of the cavity. 
The foul-smelling secretion is ejected in a thick stream in a mannet 
that convinces doubting patients of the existence of empyema in 
their antra and makes them willing to undergo the operation of 
resection of the nasal wall. 

Diagnostic washings through a trocar canula introduced into the 
antrum through the middle meatus I have not found satisfactory. 
The reason is that water introduced in this way into the upper 
part of the antrum of Highmore will not always mingle with the 
thick pus collected in its lower part, instead of this, flowing over it 
and coming out clear or nearly so from the natural opening, thus 
leaving the investigator in doubt as to the existence of empyema 
of the antrum or making him think the cavity free from pus when 
in reality viscid, clotted purulent matter lies in its bottom which 
will be ejected from the natural opening if the washing be done 


through an aperture made in the lower meatus. I recommend, 


therefore, diagnostic opening of the antrum of Highmore undet 
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the intact lower turbinated body by means of the trephine driven by 
dental engine. The latter should be of high speed and good 
power. , 

So far, I have had no difficulty in introducing the trephine under- 
neath the elastic lower turbinated body which may be sprung up- 
ward out of the way. Should it prove impossible to lift it sufficiently 
I can see no material objection to passing through both turbinate 
and antral wall wit ie trephine. 

The objection to the chisel, to my mind, is its tendency to shatter 
hin, brittle, bony partitions, such as the nasal wall of the antrum. 


I have also found that the use of chisels in the nose always causes 


a good deal of pain. I do not think that the light chisels Dr. Corwin 
has displayed would be efficient in cutting away the often massive 


and strong bony base of the nasal wall. 
Considering how seldom curettement is necessary, I do not re- 
gard the preservation of the flap described by Dr. Corwin as of 
practical importance. 
Dr. Josepu C. BEcK: Speaking of the Krause trocar, I wish to 
say that in the last six cases I have used the trocar with much satis 
faction. In one case, that of a girl, eighteen vears old, it was 


possible to pass the trocar into the antrum, so that one is likelv to 





encounter these thick bony walls in young persons and in women 
as well as in old persons and in men. I think that the trocar is one 
of the best instruments with which to enter the antrum above its 
floor. My method is to use the trocar previously to partial fractur 
ing the inferior turbinal, not removing any portion of it, and then 
the Spiece forceps is passed into the antrum and any sized opening 
can be made with more ease and with less trauma to the patient than 
with any other method. 


Dr. ‘Pierce, in the case of facial paralysis, mentioned that the 
connection between the facial and hypoglossal nerve is naturally 
re-established. That is not true. Whenever the facial nerve is 
severed and more than one-sixteenth of an inch of nerve is removed, 
there is no bridging over, and complete paralysis cannot be pre- 
vented. A re-establishment of function is not to be expected. You 
must make an anastomosis. The result in Dr. Pierce’s case is not 
due to a little twig of anastomosis, but is the result of an anastomosis 
between the facial and hypoglossal nerves. 

\s to the case he exhibited for diagnosis, I think possibly lack of 
time prevented Dr. Pierce from going into all the details of the case. 


I would ask whether the patient has received anti-luetic treatment, 
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whether any portion of the tissue has been examined, and whether 
the tuberculin test was made. I think that would help to clear up 
the case. 

Dr. Hotincer: I would refer Dr. Beck to the reports of Dr. 
Bezold as to anastomosis of the facial nerve. 

Dr. Orro J. Stern: The cases shown by Drs. Pierce and An- 
drews appeal to me particularly because I saw Dr. Heath, of 
London, operate several times. I was struck with his method of 
operating. He did not use a self-retaining retractor. He made the 
post-auricular incision in the usual manner, and then separated the 
soft tissues from the bony canal and immediately began to chisel 
out the posterior superior canal wall. He soon reached the antrum 
and after curetting the aditus he blew out the secretions in the 
attic and middle ear. I was particularly struck with several omis- 
sions in his surgical technic and in his asepsis. 

As to the results in his cases, they are about as he gives them 
in his recent paper. I cannot understand why he omits to explore 
the mastoid process in most of his cases. He apparently makes no 
attempt to do this, but goes into the antrum seemingly disregarding 
the possibility of a suppurating cavity further down toward the 
tip. Such a cavity must be present in many chronic cases, and any 
small sinuses that may be present cannot be detected unless we ex- 
pose the parts more than Heath does. At the same time, he must 
assume that there is no necrosis in the tegmen tympani. He main- 
tains that the “danger zone” is entirely in the antrum, and that there 
is scarcely ever any necrosis in the region of the tegmen tympani. 
But how can we tell unless we expose that region? This operation, 
although it has a place, is liable to prove a serious one when done 
by men who are not fully posted in the pathology of the ear. So 
that | would rather caution against too promiscuous operating by 
this method. 

\s far as the preservation of the hearing is concerned, that is a 
point that must be considered. I notice in Heath’s report that in 
some of the cases there was marked destruction of the drumhead and 
necrosis of the ossicles. In such instances many of us would hesi 
tate to operate after this method. 

As to Yankauer’s operation, I have raised the hypertrophied tissue 
from the lower turbinal by a somewhat similar method, although 
not so extensive. At that time I made just one incision from the 


posterior end of the turbinal, commencing at the juncture of the 


lower third with the upper two-thirds ,and extending from the 











air. 
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posterior to the anterior end. I raised the soft tissues by making a 


arge flap above and a smaller flap below. The excess of bone was 
then removed and the flaps trimmed and brought together, using a 
packing to keep in place. I had good results, even though I nevet 
attempted any suturing. 

Dr. L. J. Hucues: The cases I wish to report illustrate the 
relation of eye symptoms to sinus disease. The first patient was a 
voung lady, eighteen years of age, who had been under the observa 
tion of a general practitioner for several years for frontal head 
aches, which sometimes extended to the occipital region. They were 
more or less constant. We referred the headaches to the eyes, and 
on examining these, we found marked hypermetropic astigmatism, 
three and a half cylinder, with 1/25 sphere. She had a correction 
under atropine, and the symptoms were partially relieved for a 
while. She also had ¢ 
1] 


ll the treatment we could give her, both local and general, there 


uite an esophoria, 18 or 20 degrees. Under 


was very little improvement, so that we looked elsewhere for the 
trouble. 

\n examination of the nose revealed slightly enlarged turbinals 
and, while the patient was under observation, there developed a 
fairly large polyp from the middle turbinal. This was excised 


by Dr. Beck, and her symptoms were slightly relieved. Later on 
the middle turbinal became enlarged and pressed against the lateral 
wall of the septum. It was removed, and almost immediately all the 
symptoms disappeared and up to the present time the patient has 
had relief. 

The second patient came under observation last Thursday. The 
man complained ‘of severe frontal and temporal headaches. He 
had had some stomach trouble and to this he attributd his head 
aches. I found that he had a blepharospasm of each eye. Visual 
acuity was 20/30, and otherwise the eye was normal. Under atro 
pine vision was found to be practically normal. He had 20 degrees 
of esophoria, but no marked deviation. The first thing we saw on 
Saturday morning was a paralysis of the external rectus muscle, and 
suspecting a specific origin, he was put on mixed treatment. The 
following morning (Sunday) he was found dead in bed. At the 
inquest, it was shown that last October he was held up and severely 
battered by footpads. At that time there were marked contusions 
about the eye and the ear. There was also a history of influenza. 
The dura was found adherent, arid there was a marked hemorrhage 
all over the brain. The immediate cause of death is open to ques- 
tion. 
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Dr. Pierce (closing the discussion on his part): The opera- 
tion which some of our members have referred to as the Heath 
operation has, to my certain knowledge, been in service for a good 
many years. It is perfectly absurd to tack on to a surgical pro 
cedure the name of the last man who has written about it. I be- 
lieve it has a very limited field of usefulness, but that field cannot 
be ignored. 

As to the last case that I reported, I want to call attention to the 
fact that when I first saw the patient there was no granulation tissue, 
the bottom of the ulcer consisting of the bone. There was a slough 
around the margins of the ulcer, and this was composed of this 
whitish material, mixed with dark-colored tissue, entirely necrotic. 
The patient had had anti-specific treatment, without any result. I 
think the case will bear watching, not making any attempt to in 
terfere. I believe it is due in some way to the hysterical condition. 
Some instances have been observed, and therefore I am going to 
wait and see the outcome of the case. It is changed absolutely in 
the week that I have had the patient under observation. The ulcer 
is closing up. Her unconscious spells have entirely disappeared, 
except the one she had when I examined her for the stigmata 
which, as I have said, were so typical. 

Dr. ANDREWS (closing the discussion of his part): I think that 
the operation in which radical work is done, with the exception of 
removing the ossicles, has a place, although the field is not a very 
extensive one. If we can operate and retain the patient’s hearing, we 
ought to hesitate a long while before we undertake to remove the 
ossicles. 

It has been asked what means we adopt to know just exactly 
what is being done deep down in the operation cavity. I think if 
we will use a Koerner flap, and make the incisions before complet- 
ing the bone work we will have no trouble in easily seeing into the 
depths of the operation cavity. 

Dr. Corwin (closing the discussion): The chief point I wish to 
make in speaking of the operation which is really the Claoué, a 
modification of the Rethi, is the preservation of the flap. That can 
be trimmed to any proportions and put through the window to cover 
with epithelium its lower margin. That is the essential feature of 
the operation. Saws and trephines and burs and forceps can be 
utilized in making the opening, but it struck me that the chisel is 


very useful in many cases. In using it there is no danger of in- 


juring the flap which one has taken the trouble to save. 
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The Treatment of Diseases of the Accessory Sinuses. \\. A. 
GOLDSTEIN (St. Louis) S¢. Louis Med. Rev., May 12, 1906. 

In this paper, part of a symposium, Goldstein differentiates “the 
symptomun complex demanding radical surgical intervention, from 
he cases which can be satisfactorily disposed of without radical 

easures.” He therefore epitomizes and groups the suppurative 
processes in each of the accessory sinuses. 

In acute empyema of the mavillary sinus when it is simply a ques- 
tion of draining the accumulated pus, he thinks the trephining of 
the alveolar process and flushing of the antrum with antiseptic solu 
tions will often effect a cure, and that the patient should be given 
the benefit of this conservative treatment. Equally simple is an ex 
ploratory puncture through the nasal wall, and subsequent flushing 
t the antrum. 

If these two simple methods are insufficient to check the condi 
tion, the thin nasal wall of the antrum should be resected, and probes, 
canulas, curettes, etc., can then be used. The procedure involves 
the preliminary removal of the anterior two-thirds of the inferior 
turbinate. 

This constitutes, in Goldstein’s mind “the limitations of conserva 
tive surgery of this sinus. Hadical surgery is indicated when ther 
is either necrosis, or new growths, and when there is a constitutional 
dyscrasia. 

\s the ethmoid cells are more frequently (over 70 per cent.) in- 
volved as suppurative foci than any others, it is fortunate that they 
are so accessible. In all cases of simple acute ethmoiditis, Goldstein 
would simply effect drainage by means of cocaine, adrenalin, hot 
antiseptic douches if necessary, and astringent applications. If 
such measures fail, the more radical measures should follow. 

\s to the frontal sinuses, the results of those who have had the 
greatest experience, show that in over 80 per cent. of the cases of 
acute frontal sinusitis, complete recovery has ensued after intra- 
nasal treatment, including removal of the middle turbinate. Gold- 
stein quotes Coakley as to the symptoms demanding external open- 
ing of the frontal sinus. Goldstein holds that in chronic suppura- 
tions, while there is less opportunity to secure effective results by 


the intra-nasal route, “even here, all conservative measures should 
he given a fair trial before resorting to radical surgery.” 
EATON. 
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Clinical Studies in Disturbances of Hearinf. Part 3. The Hearing- 
curve in Cases of Inspissated Cerumen—l?\UL OstTMANN—A/7ch. 

f. Ohrenh., Leipzig, July, 1904. 

The amplitude of the vibrations of a tuning fork decrease continu- 
ously from the moment it is struck until it ceases altogether. This 
decrease follows a curve which varies for forks of the same pitch 
according to their construction, and must be determined separately 


; 


for each individual fork. When the amplitude of the vibrations 


reaches a certain minimum size, the fork ceases to be heard by the 


normal ear. Ostmann measures the defective ear by noting the num- 
ber of seconds which elapse between the moment when the fork ceases 
to be heard by the defective ear and the moment when it ceases to 
be hear by the normal ear. Having determined the ‘diminution 
curve’ for his fork, and knowing that the intensity of a sound is 
proportionate to the square of the amplitude of its vibrations, he is 
able to calculate from these data, the minimum intensity perceived 
by the defective ear. For convenience in the calculations as well as 
in the construction of curves, logarithms were used insfead of actual 
values. 

The minimum amplitude heard by the normal ear varies for forks 
if different pitch, and is smaller for high notes than for low notes. 
The work performed by,a tuning fork to make the sound perceptible 
by the normal ear is less for high pitched forks than for low pitched 
forks. That is to say, the normal ear is much more sensitive to high 
notes than to low ones. Having determined the minimum ampli- 
tudes for a series of forks. Ostmann constructed a “normal curve,” 
in which the abscissas are the number of vibration of the forks, and 
the ordinates the logarithms of the square of the minimum ampli- 
tudes (in millimeters) perceived by the normal ear. Based upon this 
“curve of logarithmic intensity,” he constructed a curve for the dis- 
eased ear, having selected the simplest form of deafness, that due to 
inspissated cerumen. 

From 16 cases he deducts the following conclusions : 

1. That the curve in cases of cerumen is a characteristic one. 

2. The curve shows a diminution in sensitiveness for all notes 
between C and c+ and the decrease is greater for the higher notes. 

3. In spite of the fact that the sensitiveness for high notes is di- 
minished more than for low notes, nevertheless the sensitiveness of 
the human ear for high notes is so much greater than for low notes 
that the remaining hearing power for these high notes remains bet- 
ter than for low notes. This explains the fact that previous clinical 
methods did not lead to erroneous conclttsions. 

Curves constructed from cases of deafness due to other causes 
showed entirely different characteristics. YANKAUER. 
























